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Executive Summary

Immigrants and minorities participate less in health promotion and prevention programs due to substantial socio-cultural barriers, including: language and communication issues; health messages that differ from their own values, beliefs and traditions; discrimination and mistrust of health care institutions; and, limited awareness of programs and services available.  A needs assessment of target audiences can inform the provision of culturally responsive and linguistically appropriate health promotion programs, address the existing disparities, and ensure equal access to resources.  

The South Asian community is the largest visible minority ethnic origin population in Hamilton, Ontario.  We conducted a study to explore community perceptions of health problems, illness/health beliefs and values, health information and service needs, community readiness, and identify appropriate communication channels, and community leaders.  We collected data and initiated community-based action toward two specific purposes:  1)  to determine the needs/strengths of the Punjabi South Asian community in Hamilton to develop culturally sensitive programs, services and messaging that addresses general health, mental health and addiction issues and, 2) to construct a valid needs assessment template and community engagement process which may be applied with other ethnolinguistic groups to enable community involvement in health. 

13 focus groups were conducted across four different faith groups in the Punjabi speaking community in Hamilton.  Four facilitators (two male, two female) from the Punjabi-background South Asian community were hired to conduct the groups.  We conducted separate interviews for males and females and for recent and less-recent immigrants in each of the Hindu, Sikh, Muslim and Christian faith groups.  Due to assimilation of the Christian Punjabi speaking community within the mainstream community it was difficult to recruit participants in the recent immigrant male and female categories.

A semi-structured interview guide was developed based on templates from other projects and input from the Research Team and Advisory Group. The guide was pilot-tested in a neighbouring community with Punjabi speaking participants to validate the questions, and some modifications were made for clarity and to reduce repetition.  The guide covered definitions of health and perceptions of healthy and unhealthy states, strategies for achieving/maintaining health, help-seeking behaviours, community health issues, information needs, and preferred formats for getting this information.

All the 13 focus groups identified language issues, the lack of information and outreach to their community, and the lack of culturally specific health care providers as important issues.  Recent immigrants were found to have significantly different health and mental health needs than immigrants who have been in Canada for more than 10 years.  Overall, the immigrants who have been in Canada longer are concerned with feeling like a burden on their families, feeling bored and lonely and feeling pressure to work to contribute to the household income.  They indicated that they would not seek outside help for mental health issues unless there is an anonymous telephone support/information line they can call that is in their language (Punjabi, Urdu or Hindi).

Many of the recent immigrants did not have health coverage, yet are very concerned about staying healthy.  Factors such as language, and lack of information about what services are available or how to access them were identified as major barriers.  Cultural norms are another barrier to seeking help.  The recent immigrants conveyed that stress and tension are considered part of the immigration experience; they do not talk about or seek help for mental health or physical health concerns, but focus on getting a job to improve their circumstances. 

Several process issues provided learning for similar initiatives; in particular, the importance of hiring facilitators with appropriate language abilities and linkages with the communities of interest in order to establish trust with participants.  

I.  RATIONALE

Literature Review

Mental health problems affect society as a whole and not just a small isolated segment. They are therefore a major challenge to global development. No group is immune to mental disorders, but the risk is higher among the poor, homeless, the unemployed, persons with low education, victims of violence, immigrants and refugees, indigenous populations, children and adolescents, abused women and the neglected elderly. (W.H.O., 2003)

Studies show that immigrants and minorities have a much lower participation rate in health promotion and prevention programs due to substantial socio-cultural barriers, including: language and communication issues; health messages that differ from their own values, beliefs and traditions; discrimination and mistrust of health care institutions; and, lower levels of awareness of programs and services available.(Agic, 2003) The provision of culturally responsive and linguistically appropriate health promotion programs based on a needs assessment of the target audiences is necessary to address the existing disparities and ensure equal access to resources (Agic, 2003). Differing beliefs may well affect attitudes to services as well as engagement and compliance with treatment.

Hamilton is sixth among destinations for immigrants to Canada. Data from the 2001 Statistics Canada Census reveal that 25% of the population in Hamilton is foreign-born. In the last five years, almost 80% of new immigrants arrived from Asia, Africa, the Middle East, and South and Central America (personal communication, SISO, 2006) In addition, the South Asian community is the largest visible minority ethnic origin population in Hamilton (Statistics Canada Catalogue No. 92-378-XIE, 2001). 

To develop interventions to reduce the acculturative stress experienced by immigrant families, it is important to understand the issues within their sociocultural contexts. Furthermore, to provide appropriate health promotion programs for the group, professionals must have a deeper understanding of the culture.  By respecting the uniqueness of culture-specific belief systems; the traditional healing resources, practices and helping styles of a particular culture can be utilized to develop culture-appropriate interventions (Bhattacharya, 2004). 

Currently there is a paucity of research providing baseline data in best practices in health promotion strategies for the various ethnic communities in Canada. There is also little epidemiological data on incidence and prevalence of chronic diseases, addictions and mental health issues in these communities. To develop linguistically relevant and culturally appropriate programs, services and educational messages, we need to explore community readiness, community perceptions of health problems, illness/health beliefs and values, and identify appropriate communication channels, and community leaders.  Furthermore, community capacity needs to be strengthened to operationalize future initiatives (Agic, 2003).

Research has shown that culture does in fact play a role in the perception of mental illness.  The presentation and reporting of symptoms vary across cultures and are “culturally grounded” (Lindridge, 2004). Where Western cultures make a clear distinction between the mind and body, with separate services provided by each, Eastern culture takes a more holistic approach and views the mind and body as one, each a continuation of the other and thus affecting the person as a whole (Hussain F. & Cochrane 2002).

The overall goal of this project was to collect preliminary data and initiate community-based action toward two specific purposes: 1)  to determine the needs/strengths of the Punjabi background South Asian community in Hamilton to develop culturally sensitive programs, services and messaging that addresses general health, mental health and addiction issues in that community and, 2) to construct a valid needs assessment template and community engagement process which may be applied with other ethnolinguistic groups to explore needs and enable community involvement in health. 

Conducted in partnership with CAMH, and the Public Health Department, this project focused on collecting preliminary data from one of the largest ethnic communities in Hamilton identified from the 2001 census tract data from Statistics Canada. The questionnaire developed for the focus groups and the data collected by the focus group facilitators will inform future directions in working collaboratively with the Punjabi community. The larger aim is to provide culturally relevant access to services to reduce disparity, improve health and to strengthen partnerships for further research. 

The use of this model of community-based research will enhance relationships between CAMH, Public Health and the Punjabi-background South Asian community. It is anticipated that data on Health Promotion strategies developed from this model will lead to culturally appropriate best practices.  We will continue to work with community-based partners to provide guidance as they pursue the ‘action plans’ resulting from the needs assessment.  

It is likely that the community engagement approach, including the focus group interview guide, will be transferable to other communities/groups.  We plan to pursue additional research funding to further develop and test the approach in additional communities.  

Overview of approach:

The South Asian Punjabi community in Hamilton was selected because of its size and linkages with potential Advisory group members.

Focus Group sessions 

Qualitative data were generated through focus group interview methodology. A total of 13 focus groups were conducted across four different faith groups in the Punjabi speaking community in Hamilton, Ontario (please refer to Table A for an overview of the groups; participant demographic data appear in Table B).  Four facilitators (two male, two female) from the Punjabi-background South Asian community were hired to conduct 16 focus groups: eight with recent immigrants and eight with 10+year landed immigrants. Each focus group involved 8 to 12 participants and was conducted in the participants’ first language. Based on recommendations by community partners, the groups were homogeneous for language, gender, ethnicity and faith.  We conducted separate interviews for males and females in each of the Hindu, Sikh, Muslim and Christian faith groups.  Due to assimilation of the Christian Punjabi speaking community within the mainstream community it was difficult to recruit participants in the recent immigrant male and female categories. Only one focus group was conducted in the Christian Punjabi speaking immigrant community more than 10 years. The semi-structured interview guide was developed in January 2005.  Templates from other projects informed this development, as well as input from the Research Team and Advisory Group. The guide was pilot-tested in a neighbouring community with Punjabi speaking participants to validate the questions, and some modifications were made for clarity and to reduce repetition.  The guide covered definitions of health and perceptions of healthy and unhealthy states, strategies for achieving/maintaining health, help-seeking behaviours, community health issues, information needs, and preferred formats for getting this information.

Due to various constraints (response from Ethics committee, religious festivals, hiring of male facilitators) the focus groups were held from the fall of 2005 through February of 2006.  Discussions were tape recorded with participants’ consent.  A one-page, anonymous demographic information sheet was completed in most groups, to provide descriptive data for the participants (see Table B for description of participants).  The discussions successfully covered the content of the interview guide, with a focus on identifying community health needs and community perceptions of health promotion programs and their components.  In-kind transcriptions of the focus groups were completed between March and July 2006. Data was input by an experienced qualitative researcher familiar with NVIVO 7.0 and the iterative team process of preliminary data analysis took place in August to September 2006. Data was thoroughly analyzed by the research team in October 2006. 

The developed template of baseline health data and perceptions of mental health and addictions issues would be useful for other organizations to ensure culturally appropriate and linguistically relevant programs and community health education messages. Strategies for dissemination/knowledge transfer have been identified and are being implemented. The project shows evidence of empowering the community by identifying community leaders to spearhead initiatives to address the priorities identified among different participant groups.

Two academic publications are planned, one focused on the research methods and findings, and the other detailing the processes, challenges, and solutions encountered in engaging with community to identify health-related needs and build capacity to support community-based action.

II.  METHODS

Ethics Approval

Standard ethical protocol was followed, and the project was approved by the CAMH Research Ethics Board prior to commencement.  In addition, the research team was required to take the 3-hour online ethics protocol training, the Tri-Council Policy Statement Tutorial, at www.pre.ethics.gc.ca/english/tutorial.  

Collaboration Process

a) Investigator/Research Team: 

The primary research team consists of a research scientist in the Social Equity and Health Studies department at the Centre for Addiction and Mental Health in Toronto (Primary Investigator), a Public Health Nurse from Public Health Services in Hamilton, a Research Coordinator from the Department of Family Medicine at McMaster University in Hamilton, a Researcher with qualitative analysis skills from McMaster University in Hamilton, and a Project Consultant with the Centre for Addiction and Mental Health in Hamilton.  The research team was formed through linkages from prior community/research work.  The Centre for Addiction and Mental Health provided the initial start-up funds for the project, through a grant called the “Community Research Capacity Enhancement Program”.  The grant required that the project be a clear collaboration between community partners, a mental health and addiction agency, and a CAMH staff member.     

b) Advisory Group:

An existing advisory group in the Hamilton community called the “Equal Access for Multicultural Health Workgroup” assisted the research team in making decisions throughout the project, and played a key role in informing and advising the process.  Members were culturally diverse in nature and included representatives of the various Punjabi faith groups that were the focus of the research project.  An additional member was added through word of mouth, to ensure that all four faith groups were represented at the table.  The research team and advisory group met regularly to make decisions about all aspects of the project (including development of materials, recruitment, cultural appropriateness, and facilitator issues).

Design

The study is predominantly qualitative in its methodology, and incorporates aspects of participatory action research.  Figure 1 illustrates the schema, which guided the project steps.

Recruitment and Training of Facilitators:

a) Recruitment:

Recruitment posters, a newspaper advertisement in a local community newspaper, and word of mouth were used to recruit focus group facilitators from the South Asian Punjabi-background community.  Posters were translated into Punjabi and Urdu, and culturally appropriate pictures were added.  They were then placed in appropriate targeted locations around central and east Hamilton such as faith centres (local Gurdwara, the Hindu Temple and Mosques), local agencies, Punjabi grocery stores, restaurants, video stores, and pharmacies. We also used a multicultural email distribution list.  

Two male and two female facilitators were recruited to work with the focus groups.  Several females applied with relevant community work experience.  Two females were hired based on their skills and experience.  On the contrary, very few males applied, and those who did had limited community-related work experience.  As a result, it was difficult to find appropriate males to act as focus group facilitators.  A second round of interviews took place and, through word of mouth, two males were recruited and hired.

Based on best practice research, and through advice from the advisory group, the research team was cognizant of the fact that the gender, age and faith of the facilitators may affect group interaction, therefore the research team attempted to hire an appropriate cross-section of facilitators.  In particular, the research team was conscious of the fact that different faith groups within the Punjabi community relate better to those from their own faith, thus we attempted to hire facilitators from all four groups.  However, given the limitations of the applicant pool, facilitators from three of four faith groups were hired.      

b) Training:

A full day facilitator training session was held to prepare the facilitators for the focus groups.  A binder of training materials was developed by the research team and was given to each facilitator, which contained information about: the project and its history, basic principles of qualitative research, recognizing biases, effective communication strategies, values and beliefs, the various faith groups, mental health and health and addictions, and a step-by-step guide to facilitating focus groups.  

The first half of the training reviewed the project history and purpose, reviewed background materials, discussed facilitator roles (interviewer, recorder), and looked at biases and how these affect the process.  To address the concept of objectivity and researcher/facilitator bias, the research team and the facilitator-trainees engaged in a reflexive exercise.  This involved independently considering the ‘identities’ we bring with us to the research process and engaging in some group discussion about recognizing the potential sources of bias that could impact on the research.  The second half of the training day consisted of mock focus group situations and role-plays so that the facilitators could gain experience in a focus group setting.  

Two facilitators also attended a half-day training session on the Punjabi Community in Canada sponsored by Peel Public Health at the Region of Peel Public Health Department.   

Recruiting Focus Group Participants
Focus Group participants were recruited across the City of Hamilton through a variety of methods.  The participant recruitment process was similar to that of recruiting facilitators.  Posters were placed in culturally appropriate faith-based locations, as well as in several grocery stores, video stores, and other businesses suggested by the advisory group.  An ethnic radio station was also used to advertise the project.  Most importantly, the members of the project team, advisory group members and facilitators met with leaders in the various faith-based communities and arranged for promotion of the project through existing community connections/channels.   

Language (Punjabi, Urdu, Hindi and English), gender (male/female), place of origin (Punjab area of India), and age (adults) were the key demographic variables providing the basis for accessing/recruiting focus group participants.  These were, in effect, the ‘inclusion’ criteria.  The process of recruiting participants for the focus groups varied according to the needs and accessibility of the different faith groups.  For example, facilitators went door to door at apartment buildings in the East end; met face to face with local community opinion leaders (both faith based and those who were considered “official” and “unofficial” leaders); participated in radio talk shows in Toronto that are frequently listened to by the target population; provided posters to local establishments frequented by the target community (e.g. video stores, ethnic groceries etc.) and made announcements at local faith based institutions. The best recruitment technique proved to be word of mouth through the local networks and family connections.

It became apparent that it was very important to involve both male and female facilitators as access was gained by having both male and female talk with the recent immigrants- e.g. during outreach at the apartment buildings where many recent South Asian immigrants live, the South Asian female would answer the door, the female facilitator would speak in Punjabi and then the South Asian female would defer to her husband who would only address the male facilitator. He would then ask the male facilitator what town/city he was born in and what his last name was. This identified the facilitator’s caste and established trust. The name and where they were born are very important entrance requirements for these particular cultures. It was only after this initial screening process by the community members was concluded that entry was gained to talk about the project. With the Sikh community, it was very important that a senior male approach the leaders of the gurdwara and the senior Sikh men; when a female facilitator first approached, the men were respectful but non-committal, however when a senior male facilitator followed-up, the group chastised him for sending a woman to talk to them. There was also preference shown for age; senior males preferred the older male facilitator to speak to them as a matter of respect (or knowledge) rather than the younger facilitator. Similarly, in a Sikh immigrant female group, the women deferred to the senior female in the group to initiate discussion. 

 A separate telephone line was set up at Public Health Services for community members to call if they were interested in participating in the focus groups.  In case facilitators were not available to answer in person, they recorded a message in Punjabi so that potential participants could leave a message.  When participants called, facilitators used a standard recording form to record information about age, gender and time in Canada.       

Development of Materials
All materials used during the project, such as the recruitment posters, consent form, interview guide, interview recording tool etc., were developed by the research team with reference to current best practices, existing tools, and advice from the Advisory Group.   

The interview guide used a fictional scenario that introduced a family (the surname was changed for different groups), and asked participants to imagine that they knew this family.  This technique was used to initially create some distance from the ‘subjects’ of the discussion, to make participants feel more comfortable.  Typically, the discussion quickly evolves to the voicing of personal perspectives and experiences, as well as issues specifically affecting their community.  The interview guide covered definitions of health and perceptions of healthy and unhealthy states, strategies for achieving/maintaining health, help-seeking behaviours, community health issues, information needs, and preferred formats for getting this information (see Appendix B).  

The interview guide was pilot tested with a large mixed-gender Punjabi-speaking group at a Gurdwara in Brampton, Ontario.  This pre-testing was made through the group’s partnership with CAMH.  The guide was then revised based on feedback from this group, to reduce question repetition, separate some questions, and practice the timing of introducing questions and probes.  The resulting guide was used, as the final version for the focus groups in Hamilton, as ongoing revision, while typical of qualitative research, was not feasible given the need to translate the guide and train facilitators to use it consistently.    

The research team in consultation with the Advisory Group developed several additional materials:

· A consent form to be signed by all focus group participants was approved by the research ethics board, and translated into various languages by the facilitators.

· A standardized recording tool was used to encourage facilitators to take consistent, detailed notes during the focus groups.(Appendix C)  

· An anonymous demographic questionnaire was used to describe the groups in general terms (age, time in Canada, previous and current occupation).( Appendix H)

· A written and oral facilitator evaluation was used after the interviews were completed to capture thoughts, feelings, challenges and positive aspects of the process.  (Appendix E, F and I) 

Focus Group Process

Focus group interviews were held in venues familiar to participants, including faith centers (Hindu, Muslim), an apartment building common area (Sikh), a recreation centre (Sikh), and facilitator’s home (Christian).  Groups were scheduled according to participants’ availability/schedules; most took place on weekends or during the evenings.  At each group meeting, refreshments were served after the discussion, and a $10 incentive was provided, as well as on-site childcare and bus tickets as required.  

Participants completed the consent forms and demographic questionnaires prior to the discussion.  The groups were audio taped, with consent of the participants.

Facilitator Debriefing
Meetings were held monthly with the facilitators and the advisory team to handle any concerns and provide support. Support was also provided by the on site project lead through regular email and telephone conversations. At the conclusion of the project, a research team member met with each facilitator individually to elicit experiences and concerns orally, using a list of questions developed by the team.  Facilitators also provided written feedback, guided by a few questions, but mainly oriented toward capturing their general experience in their own words.  In addition, facilitators were asked to keep a record of their hours worked on a tracking form and submit it to CAMH.  This tracking form recorded the number of hours worked in categories such as making community connections, conducting focus groups, translating and developing resources, conducting community information sessions, attending advisory team meetings, and travel time.  The facilitators worked a total of 352 hours on the project.  

Translation/Transcription

Translation of the participant recruitment materials and the audiotapes from the focus groups was completed by the focus group facilitators.  All transcription was done by the focus group facilitators, as they had the advantage of having ‘group memory’, as well as excellent cultural and language competency.  

Data Analysis
All data was analyzed by the research team.  Transcripts were read by all members of the research team, and a researcher with specialized skills in qualitative analysis skills used NVIVO version 7 to organize the data during analysis.  A group process was used to identify topics of interest and importance, resulting in an evolving set of themes.  This initial phase of the analysis involved identifying main themes from the data, and focusing initially on requirements for feedback / member-checking with communities and goals for disseminating actionable findings.  The resulting information set was used for report back sessions to each of the faith groups in the community, focusing on community-level needs and recommendations.  The second phase of analysis looked at all issues covered by the interview guide or emerging during the focus groups, and again grouped the information into broad themes.  The third phase of analysis involved examining the topic or theme list and identifying the main focus of comparisons across groups.  The theme list changed with the iterative process of analysis. The final list appears in Appendix A.

Participants Report Back-Sessions

After the completion of the focus groups, the research team offered separate report-back sessions to all focus group participants.  Separate sessions were held for males and females from each faith group.  There were multiple purposes for these sessions.  They provided an opportunity for ‘member checking’ to validate the issues that arose in the groups and preliminary results of analysis.  The second was to undertake a group process to prioritize health-related issues in various communities.  The third was to engage volunteers to initiate planning and taking action on these priorities.  

Facilitators contacted all focus group participants, and invited them to attend the report back sessions.  The sessions were scheduled according to the availability of the participants and the availability of an appropriate venue.  

At each session, there was a member of the research team present as well as at least one of the group facilitators.  Main issues already identified by the participants in the focus groups were displayed on chart paper.  The facilitator reviewed the issues and asked participants whether the material accurately reflected what they heard during the focus groups.  Participants were then asked to add any issues they felt were missing from the list.  Ensuring congruity between what was said and what was recorded helped to establish validity of findings.

A voting process took place where participants circulated around the room and placed three anonymous votes (three red dots) on the issues they identified as their personal priorities.  The votes were tallied to reflect the top three priorities.  The intent of prioritizing issues was to start a community driven approach to addressing issues, with Public Health Services and CAMH providing a support role.   Attendees who were interested in working on these priority issues with guidance from Public Health Services and the Centre for Addiction and Mental Health (CAMH) were invited to sign up to meet again as a small group.  Recognizing that some issues do not fall under the mandates of the lead organizations, the research team offered to help link the participants to appropriate resources/contacts to help them move forward with such issues if they were interested.  At that time, opportunities were also available for participants to identify additional concerns and assist in planning and revising strategies for action.

Community Report-Back Session

A general community-wide report-back session was held on Sunday, October 29th 2006 in the afternoon.  The purpose of this session was to reciprocate by sharing back research findings to the larger community as well as those that engaged in the research.  We sought to share our findings from all faith groups, and to explore the potential for inter-community partnerships.  All focus group participants were invited to attend, as well as the larger community, which includes all members from all of the faith groups.  The session was advertised using posters in the surrounding apartment buildings, places of worship and local establishments participants might frequent such as restaurants.  Information was also posted on community email distribution lists.

Representatives from the following community organizations were asked to attend the community session to share information and answer questions: The Outreach and Mental Health Support Program at Catholic Family Services, Salvation Army, Job Career Search, Ontario Works, Housing Help Centre, Early Years Centres, Culture and Recreation Services, and Library Services.  These agencies were invited based on their relevance to the priority issues identified by the focus groups.  

Approximately 40 people from the community attended.  Considerable time was spent discussing the reasons for choosing representatives from the Punjabi South Asian Community for the project. Where possible, demographic information was presented (employment status, population size, area of origin, faith distribution across the City of Hamilton).  Information from each focus group was presented.

The action plans of the report generated considerable interest.  There will be ongoing collaboration supported by Public Health and CAMH to address the initiatives defined by the community.  For example, people identified the following issues: access to recreation, access to health information and transportation for seniors (for further detail please see Appendix D).   A support group for women was also requested.  Some funding has been allocated from the Equal Access for Multicultural Health group to move forward with these initiatives in partnership with the working groups over the next year; for example, funding has been made available for a Woman Alive program focusing on physical activity for the Muslim women at the local Riverdale Community Center with a goal of training and hiring a person from that group, and efforts are being made in partnership with VON, to establish a Meals on Wheels program based out of the Hindu Samaj Temple geared towards the food preferences of the Punjabi community.  

Limitations

For the majority of focus groups, proceedings were digitally recorded after consent was obtained and notes were taken by hand. For two of the groups (Sikh males > 10 years and Sikh females >10 years) consent was NOT given, so the data collection relied on written summaries of the focus groups by the facilitator/co-facilitator. English translations of the audiotapes were transcribed by the facilitators due to time and financial constraints, which may compromise the accuracy of the discussion; facilitators have a broad understanding of the study and may have adopted terms and experiences that exist in English which do not necessarily exist in Punjabi, Urdu or Hindi.  As well, the translators may have summarized parts of the recording rather than providing word-for-word transcription.  

Personal biases of the facilitators may have interfered with the data collection and transcription.  In one group, the recorder was turned off by the facilitator when sensitive issues of abuse and racism were discussed, which she judged to be inappropriate to capture.  Other issues of concern involved the hiring of facilitators who, unknown to the research team, were related to each other; this may have compromised community trust.

It was also discovered that gender and age were important variables in successfully approaching and recruiting focus group participants; for example, older males are required to approach older males particularly within the Sikh community.  While we were able to recruit participants from each of the faith groups, it was often necessary to select facilitators suited to the different expectations of the target groups. 

III.  RESULTS & DISCUSSION

Overall, 129 men and women from the Punjabi speaking community in Hamilton attended a focus group.  A total of 13 focus groups were held.  Detailed information about groups and participants are provided in Tables A & B.

Summary of key findings

All the 13 focus groups identified language issues, the lack of information and outreach to their community, and the lack of culturally specific health care providers as important issues. 

Recent immigrants were found to have significantly different health and mental health needs than immigrants who have been in Canada for more than 10 years.

Overall, the immigrants who have been in Canada longer are concerned with feeling like a burden on their families, feeling bored and lonely and feeling pressure to work to contribute to the household income.  Many feel abandoned as they cannot apply for old age security (OAS) unless they have been here for 10 years (more are unaware of such Government subsidies), they do not speak English, feel very isolated, and are concerned about youth maintaining cultural values.  They also indicated that they would not seek outside help for mental health issues unless there is an anonymous telephone support/information line they can call that is in their language (Punjabi, Urdu or Hindi).

Although each of the different faith groups had similar concerns, there were some key differences in how they approach these concerns and how they access support. The Christian communities were able to access services much more readily through the support of their church minister or priest, or “Masala” ministries, which are aware of and well connected to mainstream services.  These groups are more assimilated and familiar with the mainstream services and supports than the other faith based communities. The other faith group leaders are not as well connected with the mainstream agencies and are not well informed as to what supports/resources are available in the community. As a result, even though the members of those communities attend the gurdwara, mosque or temple, they do not view their faith establishment as a place to get mental health or general health support, only spiritual support.  

The Sikh community and the Muslim community were mixed as to whether they felt information should be available there. The new immigrants felt strongly, that information sessions, workshops, doctors, and health care providers should come to faith based institutions and provide information or clinics. Those immigrants who have been here longer felt that information should be available through the ethnic media (Punjabi radio, Punjabi TV, Cable TV and ethnic newspapers) and that the faith centres are for spiritual support only.  

Many of the recent immigrants did not have health coverage, yet are very concerned about staying healthy.  Factors such as language, and lack of information about what services are available or how to access them were identified as major barriers. 

Cultural norms are another barrier to seeking help.  The recent immigrants conveyed that stress and tension are considered part of the immigration experience; they do not talk about or seek help for mental health or physical health concerns, but focus on getting a job to improve their circumstances. They also felt that the stress of finding a job and providing for a family results in unhealthy coping strategies.  For example, Sikh women indicated that recent immigrant Sikh men drink more due to stress and anxiety, then fall asleep or are irritable or violent. Sikh men, however, did not identify drinking as a problem and do not wish their wives to seek help or advice outside the family relationship.  Work is the only exception to forming a connection outside the family.  Sikh men may see family violence as a normal response to stress and, like all personal matters, not to be talked about. 

In the analysis of data across all focus groups, the following themes were identified:  

A. Definition of health: including signs of poor health and health maintenance strategies

B. Group identification of what constitutes a health issue

C. Intervening variables: employment, gender, education and interpersonal relationships between culture and health

D. Help seeking barriers, issues, and problems: for example, access to heath care, when to seek help, information (type needed, barriers to obtaining), concerns about loss of cultural values

E. Recommendations: solutions and information dissemination

Detailed findings are discussed across these themes below.  Several process issues are also noted; in particular, the importance of hiring facilitators with appropriate language abilities and linkages with the communities of interest in order to establish trust with participants.  

A.  Perceptions of Health
Definition of health:

All participants identified health in a holistic way, as encompassing the attributes of physical, mental and spiritual health and including a healthy social environment. Many specifically incorporated mental and spiritual health aspects into their definition of health—“healthy mind, healthy soul and healthy body”.  As one participant noted, “health encompasses all aspects of physical, emotional or mental and spiritual well-being, without one, it is not complete health”. (Hindu >10 years)

Characteristics of physical health included being “free from pain” and being able to “sleep well.”  Additional physical attributes of health were physical strength and maintaining an appropriate weight.  One participant (Sikh men < 3 years) stated that, “The body should remain the same…it should not be very fat and should not be very weak.”  It was felt that healthy people are better able to perform activities of daily living and work.  

There were gender differences in the perceptions of health.  Male participants in all the groups associated health with being able to work—“You are fit. You can do job”.  Females on the other hand tended to see health in terms of relationships: “basically leading a balanced life means being healthy…when you are healthy then you are able to help others”.

Spiritual health was found to be a significant factor in how health is perceived by both men and women, particularly those from the Muslim community: “One should always thank God for all that he has blessed us with”; “Being healthy is a gift from God.” 

One participant (Muslim Women, new immigrants) observed that,

“the sickness of the soul is more important than anything and we should pay attention to that and also have it treated and try to get our souls healthier and this from my perspective is the biggest sickness.”

Another participant in this focus group felt that God takes an active role in people’s lives:

“a lot of problems will be solved by His Divine help. They will find the burdens easing off and the emotional stress being released if they pray to God and look to him and have faith and look to Him for help (to God). Their moods lighten up and their hearts lighten up and they feel that life is easier if they have some faith in God and if they devote some time to prayer.”

These findings are consistent with those of Whitley et al (2006), Haque (2004) and Krause (1989), who found that South Asian men and women believe that they should not worry about events for which they can find no explanation because these events are Gods will or they are seen as a matter of fate.

All groups acknowledged mental health as being very important.  It was not viewed as being part of the health/illness continuum, but rather as part of the immigration experience, and also a result of adverse social conditions.  Mental health is seen as something that will simply go away or get better with time. “Physical is from God, mental problems are due to society…the mental disorders we have are not due to illness. These are due to the problems that we face when we come to Canada”.

This view that mental disorders are social in origin, is similar to what has been documented by Rait & Burns, 1997 who suggest that South Asians tend to relate psychological distress to social problems such as housing, finances, unemployment, isolation and family problems.  Loss events may also figure strongly, for example, loss of homeland, loss of culture, loss of language and loss of family.  

Stress was seen as having negative impacts on mental health with the belief that when a person is experiencing mental health problems their behaviour may change. One participant indicated that, 

“if a person has emotional problems then the only sign of those can be a change in their behaviour.   Poor mental health can manifest itself in many ways. The individual can become very irritable, loses temper easily and can even lose control completely. Some individuals on the other hand become much quieter, basically their normal behaviour changes. Sudden change in a person behaviour means that the person is unhealthy.”(Hindu females>10 years)

Signs of poor health:

Members of the Christian women’s focus group felt that stress which was demonstrated in various ways, was a significant factor in health decline and that it is part of immigrants’ every day life: “There is tension always”.

Participants identified changes in behaviour (angry outbursts, social isolation), weight change, and inability to perform activities of daily living as signs of poor health. 

“They are under stress, she is fatigued …”

“…losing a lot of weight.  That shows that there is something going on.”

“The stress in his life is making him angry.”

All groups identified similar signs that would indicate when a person is not well: looking tired, complaining or being very quiet, having digestive problems, physical problems so one cannot work, and being depressed.  Again physical and mental health, are seen as being interconnected: “More and more depression you have develops into hypertension. More hypertension you have develops into different diseases, because it is all hormonal”.( Muslim Males < 3 years)

As one participant stated (Hindu male< 3 years):

“It’s like a chicken and egg story. If you are mentally stressed you will get sick physically, if you are physically sick then it will put mental stress on you and you will get mental depression. For example, if your limb is broken and you work in a factory as a labourer, obviously you can’t work and therefore you have the pressure of finances, so that is a mental stress so physical and a mental stress constantly combine together in a vicious cycle that it is hard to get out of.”

The men associated stress signs as not being able to work. Women generally separated stress into two aspects, work stress and personal stress: “the work stress you can take out for yourself, but the stress that people put on you, its something you just cannot ignore”.  Many of the women then went on to share relationship stories of ‘in-law’ issues, spousal issues, concerns about their children and worry over gossip in their community.

Health Maintenance Strategies

All participants identified positive ways to remain healthy: eating nutritious food, getting a good sleep, being regularly physically active, thinking positively, performing yoga and meditation, listening to music to manage stress, and having a good support system. It was felt that one needed a “proper balance between the activities, the relaxation and the food”.   Only the women specifically mentioned the importance of a support system, seeking emotional support and sharing your feelings as important to staying healthy.

Within Asian communities, it is proposed that defining depression as an illness depends not only on the severity of the condition but also the visibility and resultant effects on the social obligations of that culture (Hussain, 2002).  Where Western society emphasizes the importance of the individual in asserting his/her independence and autonomy; the Eastern society emphasises that duty to the community is greater than duty to oneself (Hussain, 2002).  Furthermore, Izzard & Wheeler (1997) maintain that in addressing personal problems, the aim in Western society may be to instigate change in the individual’s situation as well as those around them; whereas in Eastern society the aim is to maintain the status quo of the situation and for the individual to learn to adjust. Hence community versus individual need factors determine whether illness is treated or ignored (Hussain and Izzard 1997).  Takeuchi (2000) also argues that recent immigrant groups may express their distress in such unfamiliar ways that it may go undetected by health care providers. All of these factors reflect the underutilisation and lack of awareness of and access to the mainstream health care system.

Again, managing stress was seen as important to healthful living.

“According to me, healthy; I would relate it to health like having some exercises, doing something that takes the stress out of my mind because of the work and everything that definitely you are bound to get some stress.  In everyday life, it is busy life so…just do some other activities that, which can take your mind off that”. (Hindu women less than 3 years) 

Support from their family members both in Canada and in their home country reduced stress for some participants.

“If I am with my family I feel less stress, like my husband.  I know I can throw everything on him.  I am healthy when I am with him…and, I talk to my family back home, like my mother spends time everyday to have chat with me, so that I could be better, I know that”.  (Hindu women less than 3 years)

There was awareness about the importance of eating habits brought from their home country as contributing to their health. For example, the Hindu men (less than 3 years) mentioned the Punjabi diet as being a cause for physical ill health.  “High fat butters used in cooking and frying of foods; irregular patterns of eating, eating large meals late at night, lots of ‘mithai and chai’… and after every meal the sweets are required”.   

One woman said that, “people here do not have time to cook. …in our country being very thin is not seen to be something as very attractive” (Christian greater than 10 years).  

The cultural view that “from back home, the elderly say the more you eat the more healthy you are… you are from a rich family”, shows the difficulty that new immigrants face when they come to Canada and are trying to balance their diet.  One new immigrant man said “as a new teen immigrant you want to taste and try the new Western food…. then you start to become a couch potato”.

Utilising health maintenance strategies was considered an important factor in employability.  A participant in the Sikh Men’s new immigrant focus group observed that, “if you eat well you will remain well, do the job well, if the job remains you will earn money.”  Again, maintaining health is closely tied to success at work.  

Homeopathic medicine was also mentioned as a maintenance strategy, however participants felt that herbal medicine was expensive.  Others felt that herbal remedies had not been sufficiently researched and prescription medication is the preferred treatment for some conditions.  

“Herbal medications that are available in the market are a part of commercialism. There insufficient research done on them and one is still unsure about their side effects and how effective these medications are really. Most of the health professionals do not know how the allopathic medicines will interact with herbal treatments that you may have started taking. For minor ailments herbal treatment can be taken but for major ailments like diabetes and heart problems, the herbal treatment might become a source of trouble for these people suffering from these conditions and might cause side effects.” (Hindu Men- More than 10 years)

B.  Identification of Health Issues

Mental tension (“mental torture”), stress and income were common existing health issues mentioned by the participants.  Seeking help for mental tension problems is exacerbated by stigma and fear of loss of confidentiality. 

“Family problems and emotional problems are kept hidden and not exposed to other people. That is our culture. One is not inhibited from discussing your physical problems, physical health problems with others and discussing resources about how to get better but mental problems are basically kept to one self. If you discuss your home problems with others and your secrets, people will not give you a solution, rather they will only joke about you behind your back.”  (Muslim Women, new immigrant group)

Stress was seen as a problem experienced by almost all women. 

“Mostly women are afflicted by both these conditions in our community as they remain home and have no outlet. Sometimes people presume that they can do nothing because they are sick, which they are actually not. It could be a negative thinking that makes them feel ill and utterly useless.”  (Muslim Women- more than 10 years)

Participants felt that poverty leads directly to poor health. 

“If we have no money in our pockets, we automatically get sick. An unemployed person gets irritable with everybody around them at home and outside. Being unemployed and then getting irritable as a result is the start of their unhealthy activities here. When you think a lot, you get high blood pressure. Additionally, they get very sick, different kind of sicknesses they get as a result of this tension and some of them are completely not treatable as well.”  (Muslim Women, new immigrants).

Alcohol as a health concern was mentioned in the Sikh and Hindu communities and there were gender differences in how alcohol is perceived. Males see that whiskey drinking is a normal part of socializing.  One Sikh male had the opinion that “I do not consider whiskey drinking,…intoxication as sickness addiction…I do not say he is sick”.  Others say that,

“You can drink all your life for it lowers your cholesterol.  What I understand what I have read and heard in my society that 10 ml is good for your health. It digests your diet, decreases fatigue, decreases your cholesterol, heart problem is reduced.”  (Sikh males< 3 years) 

Many of the Hindu and Sikh participants felt that addiction is not an appropriate term to describe the use of alcohol, and that it is an accepted part of their culture for men: 

“Tobacco is not a problem, but alcohol you know is a very well accepted thing and we wouldn’t even call it addiction” (Hindu males less than 3 years).  However, females see alcohol use as a problem.  One woman states that, “when men have problems they take their intoxication out on us (they have their drink and sleep) and what can the women do?”  She continues on to say, “the men overcome their mental depression by taking alcohol…ladies do not have any alternative so they remain depressed” (Sikh females < 3 years).  

Other health issues discussed by the participants include hypertension, obesity, heart disease, nutrition, arthritis, migraine, chronic pain, diabetes, loneliness, cancer, high cholesterol levels and respiratory illness.  These were often linked to several of the overall determinants of health (social support, income, education).

Many of the participants discussed the lack of social support, and the feeling of loneliness as contributing to poor health:

“For old people there is nothing…. There is lonely, for old people there are no resources.  Because children are working, the parents are sitting alone, they can’t talk to anybody because of language problem, they cannot talk on the phone unless they know any Indian people they can talk or some English people call, they say ‘no English” and they hang up the phone.  Another thing is, the teenagers face problems, and we have nothing for them either.  Parents have problems with their children, so they should be able to discuss with someone.  There is no place where they can even talk or seek help for them.  Neither help is available for teenagers nor the parents”  (Hindu females greater than 10 years).

Others mentioned some of the common physical ailments/factors that lead to poor health:

“I would say diabetes and heart disease are two major concerns for Punjab. These all start from sweets and alcohol”.  (Hindu Males >10 years)

“For seniors…there is also a lack of physical exercise, for example in the winter where back at home they are use to going out for walks in the cold they can’t go for a walk in the snow over here.” (Hindu males less than 3 years) 

“The low-income group mainly suffers from tensions and stress as they are struggling to sustain their families. This puts pressure on the whole family; due to low income they might not be able to buy good fresh food, as it is expensive.

We are not very health conscious, we are less careful about our diet and exercise; we tend to indulge in over eating and over drinking too often in parties or even at home. The fried foods that we enjoy so much are bound to give us cholesterol and high blood pressure.  More common ailments are stress, high blood pressure, and depression.  Our generation had to struggle hard, so there was little chance of falling prey to things like alcohol, but the kids have a head start and they are prone to this, there is some addiction but not a major problem. Of course we all drink socially and at times over do it, but that is being Punjabi.” (Hindu Males > 10 years)

One Muslim woman who recently immigrated to Canada connects physical, emotional and mental health by explaining that the sicker one gets physically; the sicker they get emotionally and mentally: 

“The main problem here is that you get appointments with the doctors very late. You can’t get early appointments with the doctors.  And what happens is that the person who’s facing the illness gets not even sicker but also mentally disturbed and anxious because of his sickness and his situation.  There are a lot of problems that can be discussed but as far as health goes, one gets very upset when they come here. As soon as they immigrate, they are new immigrants and they get very upset. And as they become anxious and depressed, their health also goes down…her family is rapidly loosing their hair…in this country, people are faced with gum problems and teeth problems also more than they were back home…the gums get swollen and inflamed and the teeth start falling out. When they brush their teeth, there is bleeding and the gums are swollen. We are faced with these problems, we don’t know why, whether it’s the air quality or the water, but we are facing these.  I have been here only for 3 months and my eyesight seems to be failing.”  (Muslim females < 3 years)

C.   Intervening Variables

During the discussion, participants identified several intervening variables that mediated the effects of culture/immigration status and the outcomes of health both physical and mental.  These variables include employment, education, financial, gender and interfamilial relationships.

Employment was seen as having a significant impact on health.  The ability to find meaningful, well-paid work was often very difficult.  The point system used by the Immigration Department values formal education in the pre immigration assessment program but devalues this same education when they seek employment upon arrival in Canada.  Canadian work experience is also seen as an asset when job-seeking, and the lack of Canadian work experience is the source of a great deal of frustration for new immigrants.  One participant commented that, “Canadian government invites immigrants who are well educated, where they do not get any job there should be some solution to this.” (Sikh Women- less than 3 years)  

It is extremely difficult for immigrants to find positions for which they are trained as evidenced by the following quotes. This is particularly acute among the recent immigrants especially the males, where frustration and anger is evident in the discussion:

“I am not saying give me a teachers job, but give me a teachers assistant job. Give me a job in school in any field. I have 22 years experience.” (Muslim Men-less than 3 years)

“An unemployed person gets irritable with everybody around them at home and outside. Being unemployed and then getting irritable as a result is the start of their unhealthy activities here.”  (Muslim Men-less than 3 years)

“Being unemployed is the root cause of all sicknesses and we, the new immigrants, are basically unemployed when we come and for a long time after so we are getting sicker physically and mentally.”  (Muslim females< 3 years)

“The root cause is unemployment. This is the connection, connection is between disease and unemployment, especially mental tension.” (Muslim Males < 3 years)

Underemployment is also a major source of stress for the participants, especially for the male immigrants. Commenting on her husbands’ experience one woman observed that, 

“He’s not getting the job for which he was trained back home and there is extensive physical work that he is involved in right now which is physically exhausting for him. And that is making him physically sick.  They accept and understand that in the beginning everybody has to work very hard in jobs for which they are not trained…In menial jobs, in labour jobs but at the same time that is physically exhausting for them and mentally its making them very anxious.”  (Muslim Women- New Immigrants)

“We have shifted here, leaving our job, our family and relatives and after arriving here the first worry for us where we can go find a job. If we go to somebody they say we don’t have Canadian experience. When he has been working in his own country in the same field for fifteen years and with some the immediate setback after reaching here is that they have to do labour…even this is a big mental torture that one person is an officer there and comes with some dreams and reaching here is doing labour in the factory, some are doing in greenhouses or petrol pumps. This is the cause…I think that this is the main cause of mental torture that the people are suffering.” (Muslim Men < 3 years)

Yet for some, especially the recent female immigrants, there is hope, patience and optimism. 

“I say no problem, I will again get back into my teaching, my husband will again be a pharmacist.  The day will come, but, it will take time.  As this phase, it’s not me just who is facing all these problems.  Everybody is going though this phase.  I have been just six months in Canada. …. Exactly.  I have confidence…Our community people try to bring all your hopes down…And old people you know, people who have been living here for a while, they bring all your…they help you…that is…they help you, but they do this as well.  And the problem is, frankly speaking, we do not face that many problems that ‘they’ used to.  See, the thing is, now the generations in India, earlier generations in India, they never used to speak English, like now the generations in India.” (Hindu females < 3 years)

Education is a mediating variable that is closely tied to employment. Lack of recognition of education and credentials from back home is a source of frustration and stress for most of the recent immigrants, especially the men.

“Those of us who have come here from rural areas are well off. They have no alternative some take truck license they are also well off and those who have toiled in the farms this is a very good country for them. The labour here is systemized. It is not difficult. They settle quickly. Those who come on point system I will talk of my problem, the government should consider that what they settled and came…like they have cleared me as an advocate they should at least give me an opportunity as legal assistant…then they ask do you have Canadian experience…you don’t have.”(Sikh Males < 3 years)

“Even the jobs, if you are professional and you don’t get a good job over here that also affects your mind. It affects your mind, and you can’t take healthy diet Healthy diet is important for being healthy, so, if you are stressful otherwise, you cannot pursue your career because you are in a new country, they do not recognize your credentials even if they recognize, they want that you should do this and that, like they are telling you indirectly that they do not recognize and…

So it is stressful, because it has been stressful for me.  I am not the same person anymore although I working now, but it has affected my mind so badly, I am not a confident person anymore.  I am not healthy, physically, like I am having headaches on like not just once, twice, or thrice a week.  It is a regular feature, like I just pray everyday that I shouldn’t have it because once I have it I cannot concentrate on my work.  So my personality has changed.”  (Hindu Females < 3 years)

“When they give us immigration then they study our degrees in detail that we have Masters then they give us points on that, that time they consider our Masters degree. But when go for a job here they don’t even consider it to even grade 10 (Matric). This is very strange because we got points for experience. They do give us points for experience but why do they consider them if they are not going to believe in our experience.”  (Muslim Males < 3 years)

Those that have been here for more than 10 years were more resigned and accepting of their education and work situation.

“And I think it changes with time, like when we came here, we were too sensitive and vulnerable and, as time goes on, you start ignoring these things because you think they don’t matter any more…. So after two years down the line, you think oh my God, why was I even upset about those things…like Canadian experience.” (Muslim Females> 10 years)

Financial pressures were mentioned by many of the participants as resulting in mental stress.  This was particularly so with the men. One man relates the lack of money to all problems he experiences by saying, “The problem is that there is a shortage of money, which causes all the hardships” (Sikh males < 3 years). 

Participants discussed that fact that if a job is available, it is usually a menial, low wage job.

“The income here as well is so low that one does not get a job for which you have been trained so you have to make do with whatever jobs are available. Low paying jobs that you have to accept. The salary is not enough to cover your expenses and your house rent and that also stresses you out. And if you have family and children, then the children also when they go out, have their own requirements. They need things.” (Muslim Women- New Immigrants)

The education, employment and financial aspects are all iterative feeding into a constant spiral of tension and “mental torture” that leads to health concerns.

Gender issues were only mentioned by the females of all the groups.

Comments from participants indicated that there was a patriarchal leaning to the Punjabi culture. For example, to contact new immigrants to participate in the focus groups, it was necessary to go door-to-door in apartment buildings.  All communication was between the males (females were not allowed to speak with the facilitators until her husband spoke with him first and allowed it).  One woman spoke to this point when she said, “There are even some men who do not allow their wives to go, they keep control over their wives and do not allow them to go out. They cannot take help from anyone.” (Sikh Females < 3 years)  

In addition, conversation was only initiated after the name and place of birth of those contacting them was ascertained.  Name and birthplace in the South Asian culture provide information about caste, status and occupation. The facilitators therefore provided place of birth, as well as familial history to establish conversation and trust
The role of women in Eastern society has been well documented. Beliefs about a South Asian woman’s calling relate to how she is to present herself in society and how she is to act. Some of the beliefs about a woman’s role include keeping the family honour, being modest and putting others first (Bottorff L. et al, 1998). The female participants consistently described how they placed their family’s needs and societal expectations before their own.  Selflessness (putting others before self), self sacrifice and erasing ones ego are all considered an attribute of a good woman, and these values are ingrained in the South Asian culture. This was evidenced through the rich discussion of women in the focus groups, where women indicated that they are responsible for taking care of their husbands, children and their in-laws as well as working outside of the home.  

P: There is family pressure because being an Indian housewife you are supposed to take on the whole world and you are not supposed to complain or… All P’s – yes, yes.

P: And that was another problem I had because my father-in-law was living with me, and my husband was very, very sick.  He was sick for a long, long time, for almost twenty years and my brother-in-law was with me and in these years, during these years, I basically brought up my children on my own because my husband was so weak, sometimes he could not even put the spoon to his mouth.  He was so weak so I had to go to work, come at lunch time, make lunch, feed him, and then go back and then my father-in-law was there and then make two different kinds of meals for my children, for him and for my husband, so I was, like, constantly working, working, working and it was not because I was expected to, it was the guilt I had. The way I was brought up.

P: That’s totally to please, to please the family.

P: To please my father-in-law was the nicest man, and so is my husband, but it is the society.

P:  You feel like you are obligated to do everything.  You just take on the world and by the time you realize you are not one, it’s probably late.  The bionic woman!....( Hindu Women- more than 10 years)

Most of the recent female immigrants are resigned to their role ….”Like my parents telling me, if you are woman you have to like bear it also because you know what it is supposed to be like this and it has been like this for years.” (Hindu females < 3 years)

The following quote clearly summarizes the issues for the females from the Sikh, and Muslim communities. 

“Most seniors of our community are living with their sons and daughters. Due to the inherent respect in our culture reserved for elders, they more often then not have the final say in family matters and their opinions are held in high regard. In some instances if the daughter in law complains about being physically or mentally ill and expresses the need to access help the mother in law thinks that she is making excuses to go out and or she is just putting up a façade to get attention from the rest of the family, specially the husband. In my view is a major problem in our community and is a social problem.  Our women are neither liberated nor upgraded nor aware of their rights. In some instances its not just about being uneducated or unaware.  In most cases the women are educated, aware of their rights and the presence of resources but do not want to access them.  Due to their upbringing the women find it disrespectful to hurt their ‘in laws’ or husbands ego by imposing their own viewpoint. There is no stigma attached to accessing help, unless on second thought the mother in law decides for her and forbids her to go for help!”

Interpersonal Relationships, as a mediating variable, was also only mentioned by the females. In South Asian culture, the family is often considered to be more important than the individual. The family network represents both past and future generations and not necessarily individuals within the current family system(Chen, 2005) As such an individuals performances or behaviours are perceived as affecting not only the individual but also the extended families as well.(Lindridge, 2004). This cultural characteristic has an impact on the South Asian community’s attitudes towards mental illness and is an important factor related to their delay in seeking mental health services.(Chen, 2005). Pathways to marriage are a case in point. Marriage is seen as not only between two individuals, but two families and future generations as well.  (Chen, 2005). 

The Sikh women (both recent immigrants and those here for more than 10 years) indicated that their “husbands get angry and are ready to fight with you” if you share your concerns with others outside the family. The males feel that you are “interfering in their house”. They “are suspicious from where you learn things and there is no remedy for superstition”.

All 13 groups described how the tension could sometimes escalate into an abusive situation, which was voiced as being acceptable in their home country but not here in Canada. This creates a need for awareness and education to abate the cultural differences in approach to child rearing and familial practices.

“…Things cause irritability with the result you will go home, you will quarrel with children, you will fight with wife, you end up beating.” (Muslim Males< 3 years)

“The mental disorders we have are not due to illness. These are due to the problems that we face when we come to Canada. They start from the home because we all people at home keep talking about it. In all our houses our wives have started saying that our attitudes have changed ever since we have come to Canada. We came here for betterment. When we come back home in the evening, believe me when our kids talk we scream at them and tell them to keep quiet because we want to rest. They ask us daddy what is the matter with you, when you were there you were different, and when here you are different. This starts at home. (Muslim Males< 3 years)

“If you are mentally not happy and stressed out then you start scolding your children and becoming rude to your family. Also the whole family atmosphere remains positive and happy if you are not irritable and mentally stressed out.” (Muslim Females < 3 years)

“… there is constant fight in the family, there is shortage of money, the mind is stressed.” (Sikh Males < 3 years)

“If I am sad, it makes him more angry, rather than…. He doesn’t know how to control me.”  (Hindu females > 10 years)

“I think there are mental health issues with everybody back home, like, our mothers will lose her temper for nothing, you know, a child will do something small and out comes her temper, you know. It’s close to madness, right?  Why is that happening?  Because she is like a pressure cooker.   Poor thing!  Handling all these things, what is she to do?  One small thing is enough.  OK.  Finish, and they beat their children black and blue.  What can they do?  But what about them – when they do stupid things, who beats them?  And has the beating that they ever received as kids have ever helped them No!  Who talks about these issues?  These children who get hit on by their parents.  OK.  This is all control issue – power and control, but did they go to the doctor’s?  No!  So they come here and they think OK – this is life.  This is all we know……. you know these people do not let us beat our kids. (muffled voices & laughter)  We have very naughty kids and we want to beat them and these people will go and report to the school and social assistance will come.  So, I said…they are running around…. Give a pat on the back…right?  She said you know when we were kids, we were beaten black and blue. That’s why we are the way we are.” (Christian females > 10 years)

Many participants who have been here for more than 10 years were living with their grown children, an arrangement that is less common in Canada than in the Eastern countries. The women are always involved in the care of the grandchildren and housework, which allows little personal time to focus on their own health

For the seniors who have been sponsored by their children, tensions arise when their children do not look after them “Those who get pension they will pass their days well, they suffer less in health. Those who can neither work in the farms nor can look after kids they have tension on their mind. They get kicked at home (mistreated), kids have expectations of them either as babysitters. I work and I have two sons even if I earn $500-700 or $1000 a month I am liked by my sons. They will tell their wives to take out my clothes, my things, fix my lunch box. If I do not work they will look strangely and ask me to eat my food myself. The whole thing boils down to the same that here everybody has to work or the kids have good jobs and they make good money then they can give a few dollars to their parents.” (Sikh Males < 3 years) 

It has also been argued that the stresses of migration and settlement as indicated above may also increase people’s vulnerability during other life transitions and this vulnerability may persist for many years after arrival.( Coventry, 2003) In this regard, adolescents and young adults, women in the period following childbirth and older people from culturally diverse backgrounds are particularly vulnerable to poor mental health and ongoing services and programs should be developed to target these groups.

 D  Help Seeking behaviours, problems and issues

Help seeking behaviours  in this study were found to be influenced jointly by individual personal factors (such as finances, cultural values, fears and beliefs, fear of what others will say and a focus on treatment not prevention); systemic factors (access to services, few doctors taking patients, lack of female doctors for Muslim women, long wait times, access to specialists) and information needs ( who, what, where, when, how). 

All of the groups identified that they only seek help when all efforts have failed: “back home we are like tuned to self medicate first because we have a system that we go to doctor only in an emergency, another is the cultural makeup is that we don’t seek help till it becomes out of their hand you know”. In general, the participants indicated that they do not seek preventive care. They felt the behaviour of seeking only episodic illness care is hampered by the Canadian health system requirements of making an appointment (often having to wait to get an appointment for weeks or months), long waiting lists in the emergency or walk in clinics, and the need for a referral to specialist care.  All of these systemic realities were much more easily accessible in their home country.  In fact, most participants had access to all specialists immediately in their country of origin without referral or wait times.

Seeking care for health becomes a further problem for the recent immigrants, due to the issues of access to health cards in the first few months after arrival. All of the participants in this study did not seek extra health insurance coverage to cover any health related costs in their first few months in Canada because of financial constraints, and thus, were waiting until they were in desperate need to seek help.  One participant explains that, “they will go only if they have money”. Males in particular were very reluctant to seek help: “Here even for me emergency means emergency. You can’t help it here. Even if there is emergency but still you know we say it’s not an emergency. But they are saying you know like “Ohye koye ni bachwaas hai kai emergency hai” (That’s bull, don’t worry about it, that’s not an emergency!)…(Laughter) That’s our mental makeup. No situation is an emergency. We can manage it, and those that have been here for longer periods also do not seek help as culturally we, Punjabis ignore minor ailments and seek medical attention only when we are very sick.” (Hindu males < 3 years)  

Females tend to want to seek support from a health care professional but many have problems finding care that is culturally appropriate (female doctors), sensitive and available and worry about gossip and confidentiality especially for issues related to mental tension. One woman says, “I think we have been brought up with these things are kept close under.. so I mean especially women, I mean, I don’t think they are supposed to be really assertive, so they keep to themselves that they are not mentally well. It is considered a taboo, so we just don’t talk about it.  (Hindu females < 3 years)

In addition to coping with the problems many people face when trying to access primary health care such as finding a family physician, obtaining appointments in a timely fashion and covering the cost of prescription medicines, immigrants encounter additional barriers with the practice of cultural rituals (e.g. circumcision) and using assistive devices.  Many participants felt that it was important to find a physician who spoke their language and shared their cultural values.  

“Even if we do have a family doctor, there are times that there are language barriers, cultural barriers and other issues and we cannot share our problems with them and they are also not be trained to share our perspective and our specific issues so if we had family doctors who could speak our language, that would be much better for us. Sometimes, for this reason, we keep sitting at home with our ailments because of these barriers and do not approach a doctor even though we have one.” (Muslim Women- New Immigrants)

In terms of mental health, seeking outside help is not seen as acceptable for a number of reasons.  The most prevalent reason is that “tension” is not seen as an illness but rather something to deal with, endure and incorporate into one’s daily familial routine. In general it is seen as something to accept “Yeah, don’t talk about it, it will disappear. Today, tomorrow you will get over it.” (Hindu females < 3 years).

“So life is not perfect here either. But then, problems are a part of life. They keep on as long as life is there. Problems, human beings have to face and solve. The only solution to this problem is that one should devote a little time to God and prayer. That is very important from my perspective. And if they do so, then a lot of problems will be solved by His Divine help. They will find the burdens easing off and the emotional stress being released if they pray to God and look to him and have faith and look to Him for help (to God). Their moods lighten up and their hearts lighten up and they feel that life is easier if they have some faith in God and if they devote some time to prayer.” ( Muslim females < 3 years)

Other personal barriers include the aspect of confidentiality in seeking help from outside of the family: “Fear is another factor that impacts help seeking behaviour…fear is the first thing, what people will say – society – family, of society, of what people will say, people will judge you.” It is not in the Muslim culture, it is not in the Punjabi-Muslim culture to discuss, especially with the women that they should go out and discuss their problems openly and tell them to other strangers or even to their friends. That is not in our culture. Family problems and emotional problems are kept hidden and not exposed to other people. That is our culture. One is not inhibited from discussing your physical problems, physical health problems with others and discuss resources about how to get better but mental problems are basically kept to one self. If you discuss your home problems with others and your secrets, people will not give you a solution, rather they will only joke about you behind your back. They will talk among each other and say see how this lady is living what she told me about herself. Her husband behaves this way and that way and they will joke and laugh at your expense.”  ( Muslim females < 3 years)

In addition to the issue of stigma and confidentiality; superstitions, karma, Jinn, Black Magic and evil eye beliefs impact seeking help. (Haque, 2004) “Superstition, like you and I are talking, so if one says, you are very nice or something, so the other person wonders why so and so said that!  So, the person believes the compliment is the cause of evil eye or causes sickness…also if you sneeze something bad is going to happen.  People do believe that.  Some do, some don’t. Us Indians, we are superstitious about a lot of things. – If a crow is cawing, go and sleep.”  (Hindu females >10 years). 

Women from the Hindu community also often rely seriously on astrology to plan events such as their children’s wedding days and any major social or health events such as surgery.  

In addition, long term familial repercussions such as the family name becoming stigmatized, children’s chances of marriage being hampered and the family being ostracized can result from sharing that a family member has a mental illness as a result it is not discussed, not considered an illness and dealt with as a day to day event that will go away on its own. Consequently, early mental illness symptoms are not identified nor recognized and help is not sought until the individual becomes very ill and depressed to the point of not being able to function.

Other barriers identified included ego, language, money and culture “This is the western culture. We have eastern culture. We come from different background and when we do and try to explain our problem, they do not understand.” (Sikh females > 10 years)

Information Issues

Information was an issue that was consistently mentioned by all focus group participants.   Awareness of what information is available and what format, how they wish to receive it, who they want to give the information, where they want to receive the information, and how to access it were all issues that were discussed.  

Type of Information needed- what

Participants required information concerning the following issues: available services, health maintenance strategies, child care, information geared to different age groups, where to find the information, how to get health card, how to find family physician, how to fill out forms, and employment support.

Barriers to obtaining information-where

Lack of information in their own language was the primary barrier cited by participants.  The second issue is that, “you do not know where to go” ( Sikh females < 3 years). One participant stated that, “if we do not know the language, what are we going to do?  All departments are run in English, which makes it difficult for our older generations, and us…we can speak but cannot fully understand their accent.”  (Hindu men-over ten years)

Ego/stigma also inhibited people from obtaining information. “For mental or emotional issues people tend to keep it “hushed in the family” (Hindu men more than 10 years).

Participants also did not know where they could obtain information.

P:  With all this thing happening with you or anybody else, you don’t know where to go for help.  

All P’s:  That’s right.  We don’t.  That’s right.

P:  Problem in our community is we don’t know…

All P’s:  We don’t know. (Hindu women more than 10 years)

The recent female immigrants cited lack of childcare as a barrier to accessing information. They felt that they could not get work as they could not afford childcare and do not know where to go to inquire about child-care.

Source of Information- who

People indicated that they wanted to be able to receive health information from health care providers, family/friends, community agencies, alternate healers, faith leaders and government offices. One group offered that since they had no family doctor here,

“… she had to call her doctor in Pakistan and get medicine from there.

Another lady ventures that “since we do not have family doctors here and we cannot get appointments easily, we ask our alternate healer back home for herbal medicines to be sent to us, we also use home made remedies and also learn from TV how to treat ourselves. It very important that we have somewhere to go where we have counsellors who speak our language and we can access resources. The Internet is a big help to learn information about health and there are some Urdu sites where they get their home remedies and get information about different symptoms and signs of sicknesses.” (Muslim females < 3 years)

The recent Sikh male immigrants indicated, “A new comer will first ask his neighbours where we can go, as he doesn’t know. We have come recently only a month has passed we do not know where the doctor is, where the health card is…we have to ask a neighbour then he has to take us. Then he may approach a relative…close or distant.” 

Overall the recent immigrants tended to seek information from their faith establishments, as it was a local place that was comfortable to them, and the language was familiar. Unfortunately the religious leaders often were not knowledgeable about community resources available and the females were not comfortable sharing personal information with a male religious leader. 

Those that have been here for a longer time tended not to seek support or information from the faith establishments, as they felt the faith establishments were for prayer and spiritual support.  However, they did not know where else to go in the community to get help except to the internet, ethnic radio, and libraries. 

The Christian community was the only group that felt well connected to local services and this was through their religious leaders in the church. The mainstream faith leaders were very knowledgeable about social support services, food banks, career, financial support and counselling services and participants felt that they were able to direct people to the appropriate service in a confidential manner. 

Many of the other focus groups commented on the great services available for the mainstream, but felt themselves unaware of any such services for the Punjabi community. Local settlement services (SISO, St Joseph Women’s Immigrant Services) were mentioned by some recent female immigrants (Hindu and Muslim females < 3 years) as being very helpful. The Sikh females and the males in general were not aware of any resources in the community that could provide assistance to them.

Loss of Culture

Many of the participants mentioned that they are concerned with assimilation, acculturation and seeking outside support because of the fear of losing their culture. This creates a dissonance between wanting to feel more connected to information about Canadian culture, and maintaining a distance to preserve their own culture.  The difficulty remains in creating a balance between the two.  All the groups mentioned the fear of a loss of their culture as their children become assimilated into Canadian culture, but it was most evident and strongly voiced by the Muslim men and women, both recent immigrants and those that have been here for longer periods:  “Everyone has fear about the kids because we are only and only here because of the kids.” (Muslim Males>10 years).  Others state that,

“When we come from India, like the parents, after God, it’s them, and the children should listen to the parents at all times and no matter what their opinion is, parents can over-rule it, you know, and then their children come here and they go to school and they are told their opinion counts and what they want is what they should do, and then the parents have different ideas, so there is a lot of clash.” (Christian Women > 10 years)  

“We were thinking that our kids would have a better education. But I think that is totally wrong. Because the education here is totally different. I think this new generation that will come they will not know about the Sikh community, the Muslim community, or the Christian community. They will be mixed up and confuse everybody and this is very painful for us.” (Muslim Males < 3 years)

“Yes in the present generation there is too much exposure. I have seen more than 30 years, that the present generation that is growing up it is hard to know whether it is the Sikh community or the Muslim community or the English community? We feel very strongly, mentally about this thing. They have cut there beards in straight lines and are wearing earrings in their ears and nose rings. 

And this issue is really troubling us and that in this setup we might lose our new generation. We will fail in our mission. Our roots will be cut off. Our culture and religion we brought of our community we might lose them, this thing really hurts us. This thing really worries us that what will be the scope of our future generation.” (Muslim Males> 10 years)

“I have only slept for an hour and have to go back to work for the night shift.  This is the problem here, but in our own country we had a comfortable sleep and followed a schedule. We had a job to go to and come back in the evening and had time for children.  We have no time for our children here!  In our Muslim community we have a way of living according to Islam. According to which we have to play a role of a father, a son, and a mother and maintain that relationship. And we are getting far from that too. Believe me I never use to tell lies. Now my father calls me from Pakistan and asks me what do I do here? And I tell him something else. I am doing something else but I tell him something else. For them too it will be a big shock that he is gone there to do labour.” (Muslim Males < 3 years)

E.  Recommendations/Solutions

This study adds to the limited but growing literature on the health of the Punjabi speaking immigrants in Canada by examining the health beliefs, practices, issues and barriers to health care in this immigrant community. The strategies identified to address access to health care are summarized below:

1. Information/recreation /gathering place centre:

One of the most frequent suggestions was for a centre, which also provided separate recreational programs for women, men, children, adolescents and senior citizens. 

“We need to have centres for men and women where they can be guided through the resources. We also need ladies get-togethers and workshops where they share their problems not only with each other but also with a counsellor. The Muslim women also need a Recreation centre where they can go and not only share their problems but also exercise. They should also cook together and learn together. This will provide them with a different setting, which provides them with a change in the routines.” (Muslim Women- New Immigrants)

Many suggested having an information centre where people can find out about services not covered by OHIP, dental services, rights as a Canadian, where to get support for assistive devices, glasses, prescriptions and assistance with filling our forms all in one spot.  In essence, they see the need for a place to learn about how to navigate the Canadian system, where resources could be provided in Urdu, Punjabi and Hindi. One participant explains that,

“just like the walk-in clinics there should be some offices or organizations where people can walk in and discuss their mental issues also.  It is not necessary that they are doctors who work in the offices but they can be member of the health profession or any professional counsellors who can guide us through the resources and tell us what to do.  The community should he able to know that such offices and places exist where general questions about health issues are answered. Especially, we want counsellors working in such offices who understand our language.” (Muslim females < 3 years)

Participants also suggested that employment centres for men and women, and affordable daycare centres would enable people to enter the work force. One woman suggested,

 “We want something done for childcare, for example one has three children. If she gets work she has to pay $50 for each child. So if she works in an office and pays $150 for three children what will she save after working the whole day?” (Sikh Women- less than 3 years)

Many of the groups felt that the South Asian community does not have a support and information dissemination system set up comparable to mainstream Canadian people. Dietary issues reflecting religious and drinking restrictions are usually not considered by mainstream facilities, so access to appropriate foods at food banks, grocery stores, workplaces, and school/community remains difficult and are unsuitable for Muslim and Hindu groups (for example, Halal and vegetarian requirements).

Access to resources required for mental health and wellbeing are documented as being particularly limited in the early years of settlement (Vandenheuval & Wooden, 1999). There is a consensus that targeting support as soon as possible after arrival can help to optimize the prospects of successful settlement and prevent or ameliorate mental health difficulties which may otherwise become barriers to settlement (Hjern et al, 1998; Hyman, et al 2000; Silove et al, 1997)

2. Access to culturally appropriate and sensitive health care providers:

A key outcome of the focus groups is the identification of a clear need to refine our understanding of service delivery provided to the community by the mainstream system. The customary points of entry (family doctors, specialists, and community based services) offered are too difficult to access as services need to be ethnically sensitive and flexible to be appropriate.  Gender is also factor that needs to be taken into consideration.  Both men and women, especially from the Muslim community, suggested that it was important for women to have access to female health care providers.

“…she will not let any male examine her in privacy for her private matters. So even if it is multicultural, we appreciate, but still we have different requirements.” (Muslim Men-10 years plus) 

In addition to a gender specific health care provider, many participants said that it would also be helpful if the health care professional could speak their language.  One woman states, “a lady health visitor would be the best person to provide this information and someone who speaks the language.” (Muslim Women- New Immigrants) 

3. Educational sessions/workshops:

Education is also an essential piece that needs to be addressed in the Punjabi speaking community.  It was recommended that workshops dealing with health and illness issues on a monthly basis should be provided: “There is a dire need to educate the public on diet, importance of exercise, having a positive attitude, developing healthy relationships and prevention. (Hindu males more than 10 years)

4. Support, programming for seniors
 Many of the participants mentioned the isolation and loneliness of the seniors. Most of the seniors who often do not speak English are housebound, living with their families who work during the day and know little about the community.  Transportation issues were also discussed; many seniors do not drive and rely on their children to get places if they need to go.  This leads to a loss of independence and is a cause of stress for seniors.  

One older Muslim woman suggested that, “The senior’s problems should be dealt with and there should be information workshops for seniors, youth, men and women.” (Muslim females more than 10 years)

5. Information Dissemination

All participants felt strongly that information should be available in many different languages.

“And that is what we need I come across information flyers, pamphlets in doctor’s offices which are in English, Spanish or even Arabic but I never see any flyer or information in Urdu. And that is what we need.” (Muslim Women- more than 10 yrs.)

It was suggested that a resource guide be developed.

  P:  A directory should be made; email addresses should be there …

  P:  We should have a booklet, with all the telephones available, and we can let them know that this is in different languages and they can know where they can go.  Because, maybe you’ll make a booklet for all the communities together, not separate.” (Hindu women more than 10 years)  

It was also felt that the Public Health Department could take a leadership role in educating other organizations about the needs of immigrants. 

P: You cannot live like in a shell and I think the Public Health has to do something about this.

F:  like what?  About what?

P:  Educating the mainstream society or the mainstream organization about immigrants.  Their problems and how they can help.  I don’t believe in these little organizations that we have.  I have seen lots of people and the small communities we have… (Hindu women more than 10 years)

Participants suggested that information in a variety of languages could be provided by radio shows and television shows as well as in newspapers and flyers.  Health care providers, faith leaders, the Board of Education and community agencies could distribute flyers. Many of the participants access ethnic media through listening to the ethnic radio stations, TV programs and access ethnic newspapers. This is a venue that should be tapped by community agencies to disseminate their health information.

Conclusion

The results of this project have been disseminated to the community through small group feedback sessions, and through a whole community report-back session.  Action teams composed of volunteer members from each of the communities have been formed and are currently meeting. There is great interest in participating and a desire to be action oriented. Many times participants have noted that instead of just feeling used by giving information to organizations/agencies for research purposes, they feel that they are now actually participating in actions to address the issues identified and seeing results from the research. It has been an empowering and capacity building experience for all members of this project.

The results will also be disseminated to CAMH through an internal presentation in the spring and as well as to the Punjabi Association in Peel. An executive summary will also be available to those local organizations that are anxious to hear the results and recommendations from this project. The summary will also be posted on the Do it Well website of Healthy Living Hamilton.

The facilitators are very interested in seeing this project expand to other communities that have a large South Asian population. This will depend on future funding opportunities to move this forward.  Future papers for publication include one on the process aspects of the project, one on the methodological aspects and one on the outcome actions.

IV.  PROCESS PERSPECTIVE

Throughout this project there were a number of key process aspects that had a great impact on how the project was implemented. The process was not without its challenges. Highlighted below, are some of the key lessons learned from this project, which are markers for further focus group work and/or research with South Asian Punjabi ethnic communities:

1. Older males should contact members of patriarchic communities because women and younger men do not have credibility.

2. A persons name is an important marker for members of the community, as it defines person’s caste, occupation and where you come from.

3. Recruitment issues: there may be relationship issues, which investigators are unaware of.  (i.e. facilitators being related). Investigators also need to be aware of biases and personal issues between the facilitators that may impede their ability to work together.  

4. Personal outreach (i.e. approaching people individually), posting information where members of the target group go in the community and where they live were the most important strategies for recruitment of participants.  Investigators MUST approach faith leaders at the beginning of the project.  If they don’t buy into the project, they will not allow access to the people in their faith community.

5. Facilitator biases were an issue.  Tape recorders were turned off during discussion about sensitive issues such as abuse and racism.  Due to their desire to get ongoing employment, facilitators’ desire to please their employers may affect their honest feedback. 
6. Translation: Regular people are not trained translators.  They may paraphrase discussion; they did not always translate word for word. The facilitators felt that word for word translation would not make any sense if used, so two facilitators worked together when translating tapes so not to paraphrase and try to achieve the most accurate of conversations.  During meetings they may add information or change information as it is discussed.

7. Use of focus groups is a good technique to capture stories and for interaction between community members.

8. Communities want to be involved in the development of resources and moving forward.

9. Religious observances:  It is difficult to time focus groups around prayer times, festivals and religious activities.

10. Partnership with CAMH, Public Health Services and McMaster Family Medicine was very positive.  Ongoing relationships have been developed.

11. It is harder to access the Christian community because they are more assimilated.  They are less involved with the South Asian Community.  

12. Trust issues:  Need to be built in up front.  The project took two years.  A great deal of legwork was done before information could be collected.  Participants were concerned that there would not be ongoing outcomes from the project.  Researchers cannot drop come into a community to get information and then leave, without offering something in return.

13. Community leaders from the advisory team took initiative to make the links with the community, which was very helpful when trust issues were concerned.

14. Facilitators must come from the South Asian community.  They must already be trusted by members of the community because of confidentiality concerns, but not be politically intertwined.  

15. The facilitators increased their awareness and capacity to work in the community by learning more about the range of services available.  Two of the facilitators were hired for other jobs following the project.  Thus, the project provided facilitators with the opportunity to obtain Canadian experience.

16. South Asians are not one homogeneous group.  Regions, languages and faiths are important factors and can be major differences.  

17. Funding was very limited and affected the ability to hire trained translators. 

18.  Transportation time and costs of running of focus groups need to be considered and built into the budget.

19. Partnerships are crucial.  One single person/group cannot do a project like this that involves the time, energy and resources to do community development work.  Due to the ongoing nature of the outcomes and action plans, partnerships among community agencies are vital.

20. Flexibility is important.  It was necessary to hold the focus groups on Saturday nights and Sunday afternoons when the community members were available.  The home phone number of one investigator was given out due to the difficulty of arranging meetings.  

21. Finding a workspace and making contact phone numbers available for facilitators was difficult.  Phone greetings needed to be in three languages and facilitators could call in and retrieve messages.

22. The members of the advisory group provided rich information concerning mental health and superstition, and helped make the outreach part of the project successful.

23. Probes in the interview guide may not have been ideal, and may not have been used appropriately.

24. The interview guide tool was well tested and could be used with other immigrant groups.
25. Participants were reluctant to participate in the study because of affiliated organizations CAMH and what the rest of their community might think.
Evaluation

At the end of the project, three of the four facilitators were interviewed one-on-one to gain additional information about the project from their perspective (see Appendix F). Each facilitator was also asked to submit a written evaluation following a prescribed question format (see Appendix E). 

Overall, the facilitators identified several key aspects that could be considered when working with diverse communities. Developing trust and relationships, having a low key entry, working with community leaders, being flexible in time, location, respecting traditional religious celebrations and festivals, using outreach strategies, using appropriate language and culturally appropriate questions and examples were all identified as being key variables in working with these Punjabi speaking South Asian groups. It became apparent that different groups attach different meanings to mental health constructs. In some cases there was not a word for mental illness and behaviour was used to explain the stress or “mental torcher”. It was very apparent that South Asians are not one homogeneous group. Regions, languages, names, castes and faiths are important factors and can identify major differences in meanings attached to behaviour, service uptake and utilization. As such programs need to be tailored to specific populations as one size does not fit all.

The facilitators grew individually in this project as they learned more about their own community and themselves and the significance of resilience. There were many positives gleaned from their experience with this project – one of them gained employment in an area of her interest. They all developed a vision of what could be and they have all become better informed about mainstream resources and how they might be able to assist in building bridges between the South Asian community and the mainstream community in terms of linkage/access to and development of culturally appropriate resources and services. 

Challenges identified were based primarily on the recording process and logistics and are listed in the appendix. Conceptualizing and translating terms into South Asian languages was also a major barrier as words to describe /diagnose depression may not exist in the vocabulary. A number of recommendations were suggested by the facilitators to move the project forward as we move ahead. A summary of the cumulative results can be found in Appendix I. 

V.   SUMMARY

The findings of this study add to and are consistent with those conducted by Sadaway et al, 200, Chen 2005,Takeuchi, 2000,Bhattacharya, 2004, Agic 2004, Agic 2003, W.H.O. 2004) in that the South Asian community is not homogeneous, tailored, culturally appropriate, sensitive  and supportive outreach strategies are required. Alternative treatments and strategies that focus on the family versus individualism need to be taken into consideration when developing new programs and services. In addition immigration policies are needed that acknowledge the importance of the social determinants of health such as employment opportunities and equitable access to services.  

The study provides insights that are useful to health practitioners in terms of the importance of identifying the assets and needs of your target group, and the importance of developing culturally appropriate tailored supports for a given community.  We must work ‘with’ the community to help them maintain traditional values, decrease health risks and promote well-being.  The quest for health and well-being entails an ongoing negotiation between social structural realities and personal life. 

Health is not an individual matter for the Sikh, Muslim, Hindu, and Christian Punjabi speaking communities.  Their practices are strongly influenced by family and community responsibility.  Strategies such as ethnic media (radio and television), working with faith and opinion leaders, promoting cross generational group discussions, involving both genders, and working within a community context, are important.  They represent a shift from conventional Western based approaches that often emphasize individual responsibility.

Bringing together adult participants, both male and female, and of all ages, who are otherwise isolated, and giving them an opportunity to become partners in a health promotion project, gives participants a sense of collective identity. The positive outcomes from this outreach project attest to the importance of supporting existing community groups and creating new alliances for enhancement of individual and community health.

Health promotion strategies need to be tailored to address the religious preferences and the South Asian Muslim, Hindu and Sikh women’s need in particular for modesty and privacy.  

We have learned that it is no longer sufficient to simply translate health education literature into different languages. There is a great need to incorporate both traditional and western health belief practices into the information presented, and do it in appropriate languages.  This study points to the need to have health information and messages and practices tailored to particular cultural communities. To provide appropriate health promotion programs for this group, professionals must have a deeper understanding of the culture of Punjabi South Asians. Islam, Sikhism, Hinduism and Christianity all influence their thinking, in the relationships among their own community and with others in all activities of daily life. There is also a need to look at health promotion in a broader context and begin to address the various determinants of health (social supports, income, education, socioeconomic status) that are the core factors affecting the health of the Punjabi speaking South Asian community.   
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TABLES

Table A:  Overview of Focus Groups

	Focus Group
	Participant Description
	Number of Participants

	1
	Muslim Female < 3 years
	9

	2
	Muslim Female  >10 years
	4

	3
	Muslim Male < 3 years
	8

	4
	Muslim Male  > 10 years
	7

	5
	Hindu Female  < 3 years
	5

	6
	Hindu Female >10 years
	20

	7
	Hindu Male < 3 years
	5

	8
	Hindu Male > 10 years
	17

	9
	Sikh Female < 3 years
	18

	10
	Sikh Female > 10 years
	10

	11
	Sikh Male < 3 years
	9

	12
	Sikh Male > 10 years
	9

	13
	Christian female > 10 years
	8

	
	Total
	129


Table B: Description of Participants

	Faith Group
	SIKH
	HINDU
	MUSLIM
	CHRISTIAN

	Gender

% Female
	62
	52
	60 
	

	Mean Age 

Female

Male
	40

48
	50

53 
	37

46 
	47 

	Years in Canada


	 < 35 
	< 35
	< 14 
	6 to 13

	Participants* 


	46
	47
	28
	8


*Demographic data was obtained from 76% (99/129) of focus group participants.

The demographic questionnaire administered at each focus group also asked about occupation before leaving their country and occupation currently in Canada.

· Most of the Christian community were employed in the areas similar to what they did in their country of origin.

· The Hindu Community also were employed in occupations, which they had been employed in their country of origin. However for the Muslim community, of those able to work there were very few that have been here for more than 10 years that had jobs in their area of expertise and it was even more significant for the recent immigrants as none had jobs which were comparable to their occupation at home e.g. most were labourers here, taxi drivers but were engineers, in business, banking back home. The Muslim women often indicated housewife back home and housewife here.

· The Sikh community also had a similar profile for the recent immigrants. They too although landowners back home were working in labour jobs here. The older Sikh males however were able to find jobs similar to their work back home. The Sikh females however were unable to find comparable jobs and many worked on the mushroom farms or as a sewing machine operator

These occupational differences are important to note, as they were reported to add tension to the already difficult resettlement process.
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APPENDICES

Appendix A: Theme List

Node List- Definitions

Health

Health is the condition of being sound in body, mind, or spirit, Health includes freedom from physical disease or pain or describes the general condition of the body.  The impact of a person’s physical or emotional environment on health is also important.

Signs of poor health

Signs of poor health are observable or non-observable negative changes in the persons’ appearance, living conditions, health status or behaviour.  Signs of poor health include change in weight, displays of anger, poor nutrition, and changes in behaviour.  The person may be depressed or unable to perform activities of daily living.  Poor health may be caused by unemployment, or stress. The person may experience a decline in health or become socially isolated due to poor mental health.  Poor health may not be visible.  Cultural norms may make disclosure difficult, 

Access to medical care

This node describes where a person obtains primary medical care and systemic and personal barriers impeding their ability to obtain care for either themselves or family members. 

Health information

This node describes the source of health information: print media, internet, radio or television. 

Health information- who provides information

This node describes people who provide of health information.  Health care providers include physicians, nurses, or allied health care workers such as physiotherapists.  Other sources of information include public health, community agencies, government, faith leaders as well as family and friends.

Health information- when is information needed

This node describes when a person decided health information is needed.  

Health information-type of info needed

This node describes the information people need.  This includes information concerning preventative health care (i.e. nutrition), mental health, community services/support, specific information about illnesses and how to fill out forms. 

Health information- Barriers
This node describes personal and systemic barriers people face when they try to obtain information.  Personal barriers include not knowing where or how to obtain information, language barriers, and superstitions.  Systemic barriers include lack of resources, gender, and cultural norms.

Home country-access to care

This node describes participants’ experiences obtaining health care in their home country.

Health issues

Information in these nodes discusses mental illness, causes, incidence and types of substance abuse and its’ impact on families.  Other health problems such as cancer, health disease, diabetes, chronic pain and the impact of income on health are also discussed.

Health maintenance strategies

Health maintenance strategies are strategies use by participants to either improve or maintain their health.  Strategies include exercise, nutrition, emotional support, stress management and traditional medicine.

Influence of Canadian culture

This node describes participants’ concerns about the influence of Canadian culture on their children and the difficulty they face passing on their cultural traditions and values.

Family

Information in this node includes intergenerational relationships (i.e, the relationship between women and their parents-in-law), relationships between wives and husbands and the roles women play in families.

Employment

Information presented in this node includes unemployment, underemployment, and barriers to obtaining employment.  The impact of employment on an individuals’ health and relationships with family members is also discussed.

Immigration

Information coded at this node includes change in income, employment, and the inability to find employment related to a person’s education and experience.  Stress experienced by immigrants and the need for support are also discussed.

Gender

The role women play in maintaining cultural traditions, their employment outside of the home and multiple roles are discussed.

Abuse

Spousal and child abuse are discussed.

Solutions

The information in this section provides suggestions for support for different groups (women, men, seniors and adolescents), improvements to information transfer (information available in different languages), health care (culturally sensitive care providers) childcare and employment services.
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Appendix B: Focus Group Guide
Focus Group Guide

Hello, my name is __________, and I will be facilitating our discussion today. Thank you for joining this focus group as part of our study on the health of those of Punjabi background who are Muslim, Sikh, Hindu, or Christian in Hamilton. We will be talking with groups of women and men who have either recently arrived in Hamilton or who have been here for more than 10 years. We want to gain a greater understanding of the Punjabi speaking community’s ideas and practices about general health including mental health. The goal is to increase awareness about existing services and to expand services, programs and information according to the Punjabi community’s identified needs. This pilot project will be followed up by hosting similar focus groups in other cultural communities to ensure access to and provision of culturally sensitive and appropriate health care services for Hamilton citizens. This discussion will take about 1 ½ to 2 hours. Your participation is very important because you know your community best. There is no right or wrong answer to any of the questions. Feel free to express your ideas, opinions and experiences. 

I would like to introduce ___________, who will co-facilitate the discussion today. He/She will be writing down your responses to make sure we capture correctly what is being said. There is no need for you to take notes as a summary of the project will be made available to you in the future.

Before we have you introduce yourselves, I would like to briefly go over the consent form.

· HAND OUT A COPY TO EACH PARTICIPANT

· REVIEW KEY POINTS:

· You can withdraw from the study at any time

· You can decide not to answer any questions

· We will be tape recording for accuracy of the information as already mentioned. No Names will be used on the tapes to ensure that your privacy is completely protected.

· Information will be described as coming from the whole group, not you specifically.

· Participants will be contacted to hear a summary of the project in the spring

· ANSWER ANY QUESTIONS GROUP MAY HAVE.

COLLECT SIGNED CONSENT FORMS BEFORE PROCEEDING

Before we get started, has anybody heard of a “focus group” before? SHOW OF HANDS.

IF AT LEAST ON EPERSON HAS HEARD OF A FOCUS GROUP, ASK:

How many of you have ever been in a focus group before?

So that everyone knows what a focus group is………it is a small group meeting held so that people can discuss a topic, like health issues in the Muslim, Sikh, Hindu and Christian community’s. It is called a focus group because it is focused on a topic, not just a general get together, and the information is not just from one or two people, but from a group.

My role today is to get the discussion going and to keep it going. So I will ask a question and then sit back. We are interested in YOUR opinions, as you talk to each other, not to me.

Part of my job is to make sure that everyone has a chance to be heard and that there aren’t too many voices all at once so that we can get everyone’s views on the tape recorder. Also, because we have many things to talk about, I want to make sure we go through as many topics as possible from my list. SHOW YOUR COPY OF THE FOCUS GROUP GUIDE.

Any questions so far about what we will be doing today?

Now I would like to go over some of the ground rules that’s seem to help focus groups to run smoothly.

1. All views are welcome, important, will be listened to and respected.

2. Any stories or opinions shared in the room stay in the room. Confidentiality is very important.

3. One person speaks at a time. If there are too many voices at once, or if the discussion strays from the topic, I will need to step in.

After the discussion, we will be giving you an information sheet to fill out about yourself. This sheet will help to describe the characteristics of each focus group we will be meeting with. Please do not put your name on it.

We will also have available at that time, some resources on health and where you can go for more information.

Is there anything we have left out?  Any questions so far?

START THE TAPE RECORDER

Before we get started with the actual questions for discussion, perhaps we could go around and briefly tell the group:

· Your name

· How  long you have lived in Hamilton

· What you like to do in your spare time, if you have any (e.g. hobbies, interests…)

FOCUS GROUP QUESTIONS: Have each question written on a flip chart, one question per page (not necessary to include the probes on the flip chart)

Now, let’s get started, as mentioned earlier, before we can develop programs, services, or information that is culturally sensitive and appropriate to the Muslim, Sikh, Hindu and Christian  community’s, we really need to hear from you; your ideas about health, gaps, access etc.  (45  MINUTES  FOR THIS SECTION)

· Describe what being “healthy” means to you.

 PROBE: When you talk about health, most people connect it with the body, what else affects how we feel or function in our lives?

· What can you do to be healthy?

· Describe what being “unhealthy” means to you.

· PROBE: What kinds of signs/symptoms/changes might suggest to you that someone is unwell/not healthy/not doing well? 
· PROBE: What kinds of situations/ things can bring on physical symptoms in the body? E.g. poor diet, poor sleep, stress, inactivity, depression, addictions etc….

· PROBE:  What about mental health – emotional problems, stress, addictions?

(trying to get at when a difficulty becomes a health problem/concern?)
SCENARIOS: 

Now select and read out one of the following four scenarios as it relates to the group you are facilitating e.g. male, female, recent immigrant or here for longer period of time. Then discuss the questions following the scenarios. 

 Please change the names of the scenario families to reflect the community you are working with e.g. common Muslim name  for Muslim community, common Hindu name for Hindu community, common Sikh name for Sikh community and common Christian Indian name for Christian community.

 A. Recent Immigrants female groups:

I’d like to tell you a made up story about a Punjabi speaking family named______. Let’s imagine that the---------’s are friends of yours. They have 3 children and have recently immigrated to Hamilton.  _______has been losing weight in the last few months and complaining of constant fatigue. She rarely goes out of the house, and appears to be finding it difficult to care for her children.  Her husband has been frustrated in looking for a job, and he does not understand why he cannot get work.

Language is a barrier for the family and they are unsure how to access the health system here and are new to the school system.

_____tells you that they seem to be short of money all the time, but she cannot understand why as they used to always have more than enough for their needs. Recently --------was offered a short term job as a clerk. Since they are friends of yours, she confides in you and seeks advice.

B. Recent Immigrants Male groups
I’d like to tell you a made up story about a Punjabi speaking family named______. Let’s imagine that the _____’s are friends of yours. They have 3 children and have recently immigrated to Hamilton.  _______is unable to find work in his area of expertise and is frustrated and shows little patience for his wife and children. Language is an issue and knowing where to go for information about health is difficult. They are also finding the school system difficult to navigate._____, his wife has been losing weight in the last few months and complaining of constant fatigue. They seem to be short of money all the time and never seem to have enough to meet their needs. Since they are friends of yours you feel that you would like to address some of these issues you have noticed

C. 10 year + immigrants- female groups
I’d like to tell you a made up story about a Punjabi speaking family named _____. Let’s imagine that the _____’s are friends of yours. They have 3 children and have lived in Hamilton for 10 years.  ______ has been losing weight in the last few months and complaining of constant fatigue. She rarely goes out of the house, and appears to be finding it difficult to care for her children. Her husband is away from home for long hours each day, and when he is home, he shows little patience for his wife and children.

______ tells you that they seem to be short of money all the time, but she cannot understand why as they used to always have more than enough for their needs. Since they are friends of yours, she confides in you and seeks advice.

D. 10 year immigrants +- male groups

I’d like to tell you a made up story about a Punjabi speaking family named _____. Let’s imagine that the _____’s are friends of yours. They have 3 children and have lived in Hamilton for 10 years. Both work full time but are working in jobs for which they were not educated. ______ feels frustrated and does not understand why he is not getting work in his area of expertise. They seem to be short of money all the time, but can’t understand as they used to always have more than enough for their needs. They worry about their teenaged children losing their cultural values. Since they are friends of yours, you feel you would like to address some of these issues you have noticed.

· Are there signs that you can see in this story that might indicate that there are health concerns in the ______ family?

· At what point or, when do you think ______or ______ would seek information or assistance?

· Who would the ______ family talk to if they had questions about their health?

· PROBE:  For a physical health problem?

                      For a mental health problem?

· Where else could the _______’s get health information?

· PROBE: Alternative healers?

                     Places of worship?

                     Health care organization?

· What might stop/prevent them from getting the help they need?

· PROBE: stigma, superstitions, language, cultural barriers, control issues in the family etc.

GENERAL COMMUNITY (45 MINUTES FOR THIS SECTION)

Thinking generally about the community that you associate with (Hindu, Muslim, Sikh or Christian) what would you say are the main health problems in the community?

· PROBE: Let’s think about those with different challenges, what would their problems be? E.g. those with less income?

                                  those with higher income?

                                  those who are seniors or taking care of seniors

                                  those with small children? Youth?

· What help do you currently have in place in the __________ community to deal with these health issues you mentioned?

· PROBE: services for Physical health? Mental health? Addictions?

· What makes it difficult in the ______________community to get help for health issues when they come up? (Superstition? Stigma? Lack of knowledge of where to go?)

· What kinds of information, services, programs would you like to have available about the health problems you identified ?

· What do you suggest is the best way to get this information across to your community?

· PROBE: How should the information be presented to be effective( listened to, acted upon)? – verbal? video? in a group? workshops? TV? email? pamphlets?

· Who is the best person/group to provide the information? –
· PROBE: .through family? faith leaders? alternative healers? doctor? nurse?   mainstream agencies

· PROBE: Where should the information be presented?- places of worship?, physicians office? Community centre?, Apartment activity room?

THANK YOU!

Please take a few minutes to fill in this page (HOLD UP A COPY OF THEPOST INTERVIEW SHEET).It will help us describe each group we talk with. For example, “Focus group 1 was made up of 8 women, aged 35-57 all were married with at least 2 children”.

HAND OUT ANONYMOUS INFORMATION SHEETS. REMIND GROUP THAT THEY ARE NOT TO PUT THEIR NAME ON THE SHEET. 

Direct the group to the resources you have put out for them.
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Appendix C: Recording Tool for Focus Groups
	Date of Focus Group


	

	Location of the Focus Group


	

	Number and Description of Participants


	

	Facilitator  Name


	

	Recorder Name


	


Focus Group Recording Tool

Information about the Focus Group

 Responses to Questions

Q1. What does being healthy mean?

	Brief Summary/Key Points
	Notable Quotes

	
	

	Comments/Observations

	


Q. 2   What can you do to be healthy?

	Brief Summary/Key Points
	Notable Quotes

	
	

	Comments/Observations

	


Q.3   Describe what being unhealthy means to you? ( Probes)

	Brief Summary/Key Points
	Notable Quotes

	
	

	Comments/Observations

	


Scenario Questions

Q.4  Are there signs that would indicate health concerns?

	Brief Summary/Key Points
	Notable Quotes

	
	

	Comments/Observations

	


Q.5  At what point or when would Naveed or Fatma  seek info or help?

	Brief Summary/Key Points
	Notable Quotes

	
	

	Comments/Observations

	


Q.6 Who would the Shah family talk to if they had questions about their health?

· PROBE:  For a physical health problem?

                      For a mental health problem?

	Brief Summary/Key Points
	Notable Quotes

	
	

	Comments/Observations

	


Q. 7  Where else could the Shah’s get health information?

· PROBE: Alternative healers?

                     Places of worship?

                                        Health care organization?

	Brief Summary/Key Points
	Notable Quotes

	
	

	Comments/Observations

	


Q.8 What might stop/prevent them from getting the help they need?

· PROBE: stigma, language, cultural barriers, control issues in the family etc.

	Brief Summary/Key Points
	Notable Quotes

	
	

	Comments/Observations

	


Q.9  Thinking about the Punjabi , Hindu, Muslim, Sikh, Christian community now that you associate with, what would you say are the main health problems?

· PROBE: Let’s think about those with different challenges, what would their problems be? E.g. those with less income?

                                  Those with higher income?

                                  Those who are seniors or taking care of seniors

                                  Those with small children? Youth?

	Brief Summary/Key Points
	Notable Quotes

	
	

	Comments/Observations

	


Q. 10  What help do you currently have in place in the Punjabi, Muslim, Sikh, Hindu and Christian community to deal with these health issues you mentioned?

· PROBE: services for Physical health? Mental health? Addictions?

	Brief Summary/Key Points
	Notable Quotes

	
	

	Comments/Observations

	


Q.11  What makes it difficult in the Punjabi, Muslim, Sikh, Hindu, Christian community to get help for health issues when they come up?

	Brief Summary/Key Points
	Notable Quotes

	
	

	Comments/Observations

	


Q. 12 What kinds of information, services, programs would you like to have available about the health problems you identified?

	Brief Summary/Key Points
	Notable Quotes

	
	

	Comments/Observations

	


Q.13  What is the best way to get this information across to your community?

· PROBE:  Who? – family? Faith leader? Alternative healer? doctor? nurse?

                      How? – verbal? Video? Groups? Workshops? TV? Email?

                      Where?- places of worship?, physicians office? Community centre?, 

                                     Apartment activity room?

	Brief Summary/Key Points
	Notable Quotes

	
	

	Comments/Observations

	


Q.14  What things could the Hindu, Muslim, Sikh, English Punjabi Background community do to stay/become more healthy?

	Brief Summary/Key Points
	Notable Quotes

	
	

	Comments/Observations

	


Appendix D: Action Item Chart
	Priorities for Action

	 
	 

	Muslim Women  
	1. Access to Recreation Centers                                   2. More female doctors                                                    3. Fear of children losing cultural values

	Muslim Men
	1. Jobs                                                                        2.Worry about loss of religion and culture in future generations                                                                3.Difficulty finding doctors; Information in own language

	Sikh Women
	1. Information centres                                                   2. Language specific resources                                       3. Culturally appropriate facilities for seniors; information re child care facilities

	Sikh Men
	1.One single spot to get all necessary information; access to information                                                          2. No Canadian experience issue                                            3. Transportation for seniors; OHIP card issue.   

	Hindu Women
	1. Social Network Resource Centre                                 2. Knowing what resources exist                                    3.  Establish a social network for those >10 years

	Hindu Men
	1. Culturally sensitive health care services                      2. OHIP card issue                                                           3. Financial security; what resources & services exist; educational materials on health.                            


Appendix E: Facilitator Written Evaluation Tool

Focus Group Experience 

For future considerations, we are interested in your feed back on the experiences you had while working on this project. Your answers will be confidential.

Please indicate your responses to the following questions:

A. Hiring:

1. How did you learn about this project?

2. What do you feel is the best way to hire/recruit people from the community to participate with community health agencies projects?

3. Any suggestions for the interview process?

B. Training:

1. How would you rate the training sessions? ( Circle the appropriate  number)

Poor          Fair       Neutral        Good        Excellent

1                2              3                 4                5

2. What extra information did you wish that you had once you were actually leading the sessions?

3. On what parts of the training could we have spent more time?

C. Sessions:

a. Recruitment

· What challenges did you have recruiting participants from the community?

· What was effective for you in recruiting participants?

· What would have made it easier for you to recruit participants?

b. Running the Sessions:

· Any suggestions for the actual set up of the sessions?

· What resources should be available for the sessions?

· How do you feel the group viewed you as the Focus Group Leader?

· How could the recording tool be changed to be more helpful?

· What other challenges did you face as Focus Group Leaders during the sessions?

c. Follow-up:

· What are your thoughts regarding the follow up process?

· Did you feel prepared to lead the follow-up sessions?

· Is this an effective way to get feedback from the community on their issues? If not, what could we have done differently?

d. Communication:

· Do you feel that you were kept adequately informed throughout this project?

· What do you feel was the most effective way to communicate with you? Face to face? Email? Telephone?

· What else could we have done to support you?

· What are your thoughts about the use of an advisory committee ( Narendar, Carolann, Yasmeen , Ann etc)? How were they helpful? Not helpful?

· What are your thoughts about the timing of the project? Was it too short of a time frame to do what you had to do?

D. Overall impressions:

1.    How helpful were the following?

                                                   Poor         Fair        Neutral         Good         Excellent

                                                           1               2              3                  4                 5

Focus Group Recording tool

Time Sheet Recording tool

Training Binder

Resources for the sessions

Tape recording equipment

Posters/flyers

Food, 

Babysitting,

Incentives

Advertisements on radio

2.    How could these be changed to be more helpful to you?

3.    How have you benefited from this project? 

4.     Any recommendations for us if we were to do this again with other communities?

5/15/06

Appendix F: Facilitator Debriefing Evaluation Tool

Face to Face

1.  What are your thoughts about the focus group as a method? Is it a valuable process? What would you change?

In terms of your personal outcomes……

2. How have you benefited from this project?

3. What have you learned? (professionally, personally and about the community)

4. What of these learnings can you apply in other aspects of your career or life?

5. What challenges did you face as Focus Group Leaders during the project?

a. Recruitment

b. Running the sessions

c. Follow up

d. Going into the community

e. Communication with the project team

f. In general

6. Any further comments on the project regarding the above topic areas?

7. Moving forward, what would you change to make the project better?

8. If you had to do this again, what would you do differently?

9. What were the challenges you encountered in the project?

10. What were the strengths of the project?

11. Any further recommendations?

Appendix G: Facilitators Work Activity Recording Form
RECORD OF HOURS WORKED

Focus Group Leader’s Name (Please print)  .____________________________

Work Period:  ________________________________

Total Hours Worked:  _______________

	DATE
	Type of Contact

(Name)
	ACTIVITY

	
	
	Community Connections


	Advisory?Steering Committee Mtg
	Consultation with PHN/PI
	Translation and Developing Resources


	 Focus Group Facilitation
	Community  Information Sessions/Training
	Distribution of Resources
	Media (specify) i.e., radio, interview, article
	Travel
	Other (Please list what you did)
	Other ( Please list what you did)

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	     
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	




Record of Hours Worked Guidelines

The work sheet records hours worked.  It is to be completed by each Focus Group Leader and submitted every two weeks via email to the principle investigator and PHN.  

Date - This is the date that the activity/work or contact took place.

Name - Write all key names, agencies.

Time - (is to be recorded for each section.)  Record the length of time for all work pertaining to project.  Record all time in 15 minute blocks, i.e., 15 minutes = 0.25 hours; 30 minutes = 0.5 hours; 45 minutes = 0.75 hours; and 60 minutes = 1.0 hours.  Go to attached description of time.

Description of Time

Community Connections - This is time spent meeting with key contacts, agencies, leaders to build relationships, explain project, arrange focus groups.  Write name of contacts in name column.  

Advisory /Steering Committee Meeting - periodic meetings

Consultation with PHN/PI - This is any time spent in consultation with PHN.  It may be by telephone or in person.  This is time spent outside of steering committee meetings.

Translation and Developing Resources - This is time spent translating material/resources; e.g. consent, creating flyers/advertisements, transcription of focus group material .  

Focus Group Facilitation- This is time spent recruiting, preparing and facilitating as well as documentation of the groups.  This does not include travel time to and from focus group.

Community Information sessions/Training. - This is time spent at a community information sessions/event/display.  

Distributing of Resources:  This is time spent making a cover letter for resources and time to take resources to agency, group, apartment buildings, faith institutions and stores.

Media - This is time spent on interviews, PSA development, writing an article.  Write down media contact names and numbers.

Travel - This is time spent travelling to and from focus groups, info sessions, training, etc.

Other - All other time - all monthly time should be accounted for.*You will only get paid for 40 hours of work as per job description.
Appendix H:  Demographic Form

Focus Group:                           Date_____________

We are interested in describing the women and men who attended these focus groups including the age range, where people have come from and how long people have lived in Canada. This information will be used to give a picture of the groups of people who participated in the focus groups.

We would appreciate it if you could please fill in the spaces below. 

Please do not put your name on this so confidentiality is maintained and you can not be identified.

                                                                            Male:             ٱ
Date of Birth:   __________________               Female           ٱ     

Primary Language: ___________________    Speak   ٱ        Write  ٱ

                                                          Speak             Write

Other Languages: ________________                ٱ              ٱ                         

                             ________________               ٱ                    ٱ
                             ________________                 ٱ                   ٱ
                             ________________                 ٱ                   ٱ
Where were you born?  ____________________

Where did you live the longest before you came to Canada?

_______________________________________ 

What year did you arrived in Canada? _____________

What was you occupation/profession in your home country?

______________________________________________ 

What is your occupation/profession in Canada? _______________________________

Thank you!
Appendix I: Evaluation summary

Evaluation input from the facilitators:

1. Community networking is fundamental to build trust before doing focus groups. 

2. It is important to work with facilitators who have been in the country for several years so they understand the Canadian context, and understand at least some of the local community resources that are available.

3. Hold information sessions at as many the local diverse community organizations as possible in order to recruit participants.

4. The interview process was highly rated by all facilitators but it was stressed that it is important to hire facilitators that are not related- one person also suggested that preference should be given to candidates who have a proven track record in being involved with some kind of community work or training in Canada.

5.  The training sessions and the training manual created by the investigators were rated as excellent.   

6. Strengths:

a. Facilitators learned a lot about:

i.  the needs of their own community

ii.  community resources

iii. themselves – “it was an immensely rewarding and great learning experience and I would be happy to do it again , even though it was a lot of hard work over an extended period of time”

iv. issues of new immigrants and seniors

v. tensions that exist within and between the groups

vi. differences in faith groups- tensions from old country brought to Canada

vii. resilience that exists in the communities

viii. project processes: not as simple as initially thought- a lot of work was involved with organization, delays, respect for community events and festivals, networks

ix. what needs to be done and what could be done

x. resources: especially the “Alone in Canada” booklet by CAMH

xi. the possibilities to implement this type of project in other South Asian communities across Ontario to leverage resources

b. Communication was well done- facilitators were kept adequately informed, most effective tool was meeting face to face in the office

c. Liked the way the community leaders were involved in the interview process

7. Challenges:

a. Details about the report-back sessions should have been mentioned at the time of the focus groups, so that participants didn’t question why facilitators were calling for them to attend a follow-up session

b. Recording process: should have software that hooks right up to the computer and then get computer software for translation

c. Some participants did not share due to group process – perhaps have 30 minutes at the end of the group if people want to speak one to one.  Could have a mix of group and one to one methods to gather data

d. No/very little input from youth

e. For new immigrants, transportation even with bus tickets provided was an issue.  The number and routes of buses are confusing 

f. Locations that are accessible for everyone to attend focus groups is difficult 

g. Concerns about division of job responsibilities between facilitators and time frames to complete assignments

8. Recommendations:

a. To get youth input, set up a youth call in line 

b. Many do not understand 911 services- include information in education workshops 

c. Spend time on one-on-one conversations on the phone or in person talking to people in the community

d. Hold information sessions right after prayer services in religious places, at community events, get community leaders involved in the process

e. One resource person/investigator from sponsoring organization should be present at all focus groups to monitor the procedure (not in the room, but available if needed) and provide answers questions from the participants if they are interested in further learning about the project.  A meeting should be called the following day to talk about concerns of all facilitators

f. Report back sessions well received - short and to the point, and well formatted.  Voting for priorities on their own issues that they identified in the focus groups by using a sticker dot method was important.  Getting the participants to volunteer to discuss, and work towards these issues is a great exercise in self-help and empowerment

g. Recruitment posters should have tear off strips so public can take away a phone number and call later

h. Person assigned to monitor the phone calls of participants needs to call back all the numbers on a regular basis

i. Divide the assignments into smaller parts with each facilitator assigned an equal number of tasks to complete

j. Be clear about the role of the advisory committee 

1 Community 


Report-back session





Additional meetings of action groups





Preliminary Analysis





8 Report-back sessions:


Muslim males


Muslim females


Hindu males


Hindu females


Sikh males


Sikh females


Christian males


Christian females





13 Focus Group interviews:


Muslim Female < 3 years


Muslim Female  >10 years


Muslim Male < 3 years


Muslim Male  > 10 years


Hindu Female  < 3 years


Hindu Female >10 years


Hindu Male < 3 years


Hindu Male > 10 years


Sikh Female < 3 years


Sikh Female > 10 years


Sikh Male < 3 years


Sikh Male > 10 years


Christian female > 10 years





Advisory Group





Research Group





Purposes:


to inform the Punjabi-speaking communities/faith groups of research findings


to promote and support action around identified priorities














Procedures:


Community report-back and action-planning sessions


Priority-setting exercise


Sign-up process to form sub-groups to work on issues








Purposes:


Ensuring that findings capture participants’ perspectives accurately (‘member-checking’)


Providing an opportunity for further reflection and addition of new ideas








Procedures:


Report back sessions with men and women from each faith group


Review of key needs/recommendations and new additions 





Purposes:


Exploring definitions of health and perspectives on mental health across multiple faith groups and among men and women


Investigating themes within and across groups to inform programs and services





Procedures:


Recruiting participants 


Scheduling interviews


Conducting interviews


Analysis





Purposes:


Forming a culturally competent team


Gaining entry into Punjabi-speaking community and multiple faith groups














Procedures:


Assembling Advisory Group 


Training facilitators





Notice With Respect to the Collection of Personal Information (Municipal Freedom of Information and Protection of Privacy Act)


Personal information on this form is collected under The Health Protection and Promotion Act, R.S.O. 1990, c.H.7, s.5 and s.9. This information will be used for the purposes of the Punjabi Speaking Focus Group Project which is to determine the needs and strengths of the Punjabi speaking South Asian community in Hamilton with a goal of developing culturally responsive and appropriate programming, services and messaging; and to construct a valid needs assessment template. Necessary data collection of this project will be kept.


 Questions about this collection should be directed to Program Manager, City Hall, 71 Main St. West, Hamilton, Ontario, L8P 4Y5,(905) 546-2424 ext. 3589. 





15 min. = 0.25


30 min. = 0.50


45 min. = 0.75


1 hour = 1.0


* 40 hours maximum
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